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Introduction to the Portfolio
This portfolio represents a selection of work carried out in partial fulfilment of the 
PsychD in Psychotherapeutic and Counselling Psychology at the University of Surrey. 
It comprises three sections that correspond to the three main areas of training: 
academic papers, therapeutic practice and research papers. A selection of papers has 
been included with an emphasis on integration between theory, research and 
therapeutic practice.
Due to the confidential nature of the therapeutic work, confidentiality of the clients 
has been protected throughout the portfolio. Names of the clients have been changed 
and any other identifying information has been altered or omitted in order to preserve 
confidentiality.
Academic Dossier
Academic Dossier
This dossier contains a selection of academic papers and one report that were 
submitted during the course. The first paper is concerned with ‘Lifespan 
Development’. This paper examines the development and implications of friendships 
in childhood and the role of counselling psychology in enhancing friendship 
relationships in children. The following two papers are from the ‘Theoretical Models 
of Therapy’ and ‘Advanced Theory and Therapy and address issues relating to the 
integration of theory and counselling psychology practice. In particular the former 
explores a number of Winnicotian theoretical contributions in relation to therapeutic 
practice. The latter evaluates the concept of transference in short-term dynamic 
therapeutic practice.
Finally, one report from the ‘Context of Counselling Psychology’ discusses the 
limitations in racial/ethnic minority research and its implications in multicultural 
counselling psychology practice.
Discuss the development and implications of friendships in childhood.
What role, (if any) can counselling psychology play in 
enhancing friendships among troubled children?
Interest in friendships originates from the philosophical writings of over twenty 
centuries. A Hebrew proverb suggests that not having friends looks as if someone is 
living life with only one hand, while a Chinese proverb encourages people to be 
tolerant of friends’ imperfections. Greek and Roman philosophers, developed theories 
to support the position that friendship constitutes an essential part of moral and 
political philosophy. Empirical investigations however, are not more than 100 years 
old. These studies focus on issues such as defining friendship and its components, or 
explore its importance for the development in the life course. The vast majority of the 
evidence suggests that friendships seem to be developmentally significant from 
childhood to old age (Newcomb & Bagwell, 1995).
This essay will concentrate on the discussion friendships and their contribution to the 
development of children. Describing children’s interactions primarily involves the 
acknowledgment of the limitations of the literature. To provide an account of the 
distinctive features of friendships it is important to study them as entities that consist 
of a number of different dimensions rather than being single entities (e.g., Newcomb 
& Bagwell, 1995; Hartup, 1996). After delineating the portrait of friendship relations 
in children, the age-related differences between friends in preschool, school and 
preadolescent age groups will be presented (e.g., Hartup, 1989; Hartup & Stevens, 
1997).
Having friends may be a developmental advantage. Friendships appear to have 
implications for cognitive, affective and social development throughout childhood. It 
seems that children overcome normative transitions and the stress attached to them 
more easily if they have friends who support them. Having established the importance 
of friendships for children’s development, the design of specific counselling groups 
with a view to enhance the social and interpersonal skills in emotionally troubled 
children will be discussed. It appears that children who show progress in personal 
growth as a result of school interventions based on psychological therapy groups also
gain in the establishment or intensification of a close friendship (e.g., Sheehtman, 
Vurembrand, & Hertz-Lazarowitz, 1994).
Presenting a portrait of friendship relations in childhood is constrained by a number of 
factors that should be taken into consideration. First, previous empirical work has 
been largely atheoretical. Furman (1993) suggested that most friendship studies partly 
focus on Sullivan’s (1953) theory and partly refer to the importance of friendship 
relations as this is addressed in Hartup’s reviews (e.g.; Hartup, 1996; Hartup & 
Stevens, 1997). The investigators then proceed with their own research without any 
further attention to theory. The result is “a mass of disparate findings that are difficult 
to integrate into a whole” (Furman, 1993, p. 90).
In addition to the limited theoretical consideration researchers in the friendship 
relations literature have used inconsistent definitions to identify their friend and non­
friend comparison groups. For the friendship comparison groups, both mutual and 
unilateral relationships have been investigated. Unfortunately, it has not always been 
explicitly stated whether these groups consist of reciprocal or unilateral friendships. 
Three types of relationships constitute the non-friend comparison group: 
acquaintances who do not choose one another as best friends or disliked peers, 
children who mutually dislike one another, and strangers, that is children who do not 
know each other. The disliked peers and the strangers comparison groups have been 
considered problematic because they represent two extreme comparisons (Newcomb 
& Bagwell, 1995). To overcome these differences Newcomb & Bagwell (1995) 
propose a two-dimensional conceptual framework that consists of the axes of 
knowing and liking. They hypothesize that “the magnitude of difference between 
friend and non-friend dyads varies as a function of distance” (Newcomb & Bagwell, 
1995,p.311).
Not only do empirical investigations vary in the definitions they use, but also in the 
methodologies they rely on to assess the behavioural and affective differences 
between friends and non-friends. In particular observational and non-observational 
methodologies have been used interchangeably in the literature. Diverse 
methodologies however may provide information about different aspects of a 
relationship. Whereas aspects such as intimacy are better assessed by the use of non-
observational methodologies, more overt eharaeteristics are indexed by direct 
observation (Neweomb & Bagwell, 1995). Another diffieulty eonneeted with non- 
observational methods is related to self-reports in whieh children without friends can 
always name friends when asked to do so (Hartup, 1996).
One of the few theoretical explanations in the area of friendship relationships and 
their developmental signifreanee has been offered in Sullivan’s (1953) writings. In 
particular, Sullivan (1953) argues that friendships are formed at each stage in order to 
satisfy the developmental needs specific to the different age groups. Friendships 
emerge in the preadolescent period, when the need for acceptance from the peer group 
interaction is followed by the need for interpersonal intimacy found in friendship 
relations. Friendships are perceived by Sullivan (1953) as collaborative, mutual 
interactions that set the context for reciprocal validation of self-worth and the 
advancement of cooperation skills (Sullivan, 1953). More recently, Rubin (1980) 
suggested that the use of the word ‘friend’ by children of different ages reflects the 
common functions of peer relationships for people of the same age.
Nevertheless, earlier work in the study of friendship relations has offered narrow 
theoretical conceptions in the area of children’s friendships. As a result Hartup (1970, 
1983) concluded that there is a need for further empirical investigation so that the 
field will be broadened.
In a meta-analysis Newcomb & Bagwell (1995) distinguished between friend and 
non-friend relations in terms of four broad categories, that is positive engagement 
(i.e., more talking and smiling occurs between friends than non-friends), conflict 
management (i.e., friends are more concerned than non-friends about working out 
their conflicts), task activity (i.e., friendships are characterized by more effective task 
performance) and relationship properties (i.e., friendship interactions are 
characterized by equality and mutuality).
Hartup (1996) and Hartup & Stevens (1997) claimed that the description of 
friendships and their developmental significance involves the distinction between 
having friends, the identity of the child’s friends and the friendship quality. In 
particular they suggested that the experience of friendship is not adequately described
as having or not having friends because ideas of companions differ among people. 
Rather, the identity of one’s friends (i.e., their personal eharaeteristics) and the 
friendship quality have to be taken into account in the empirical investigations 
because “they account for more outcome variance than whether one has a friend” 
(Hartup & Stevens 1997, p. .357). The friendship experience is therefore more 
complicated than it has been considered in the past and future research should aim at 
developing a multifaceted theoretical framework that will include the different 
features of friendship relations.
Existing studies which examine early peer interactions have found that children as 
young as six months engage in associations with age-mates (i.e., Vandell, Wilson, & 
Buchanan, 1980). While research suggests that toddlers form friendships, very little is 
known about the features of these friendships. To provide an explanation Whaley & 
Rubenstein (1994) claimed that toddlers’ friendships are not considered as important 
as the ones formed by older children because the parent-ehild bond is assumed to be 
the most significant relationship for very young children. In addition, research on the 
interactions between children under the age of three has several limitations: First, 
studies tended to use laboratory-based methodologies instead of observing the young 
children in their naturalistic settings with other familiar peers. Furthermore, children 
under the age of three are unable to express linguistically their cognitive 
understanding of friendships, therefore non-observational methodologies cannot be 
used with this age-group (Whaley & Rubenstein, 1994).
To overcome these problems Whaley & Rubenstein (1994) videotaped very young 
children during day-to-day natural interactions in a childcare setting. They suggested 
that these toddlers are more committed to their friendships and are capable of 
relationships more complex than has been previously indicated in the literature. They 
also proposed that toddlers create similarity in their friendships non-verbally by 
imitating their companion in their games. This similarity is considered very important 
as it makes the bonds between the two partners stronger. Further, they observed that 
these toddlers “created rituals and routines within their friendships that they returned 
to on a regular basis” (Whaley & Rubenstein, 1994, p. 398). According to Corsaro 
(1985) preschool children solidify this similarity and elaborate the rituals; this is 
perceived as beginning to know what they do. First grade children emphasize
similarity in their verbal interactions and also invoke ritual behaviours in their 
friendship relations. This suggests a progression from creating understandings 
between themselves to using these to delineate themselves and their relationships 
(Rizzo, 1989).
The number of friends has been observed to increase with age. Infants have been 
found to have a limited number of very stable partners with whom they interact 
primarily on the basis of object exchange rather than verbally (Howes, 1983). 
Preschool children have been observed to have 0.9-1.7 close friends and tend to 
increase to 3.0-5.0 during the school period (Hartup & Stevens, 1997). The number of 
sporadic or short-term friends also increases with age (Howes, 1983). The major 
developmental changes that seem to be related to the changes in the friendship 
patterns are an increase in verbal behaviour and the emergence of fantasy play. An 
alternative explanation for the increase in short-term friends lies in the role of 
friendships. In particular, it is assumed that early friendships offer emotional security 
in the day care settings instead of the parents. As emotional security becomes less 
important for preschoolers than for younger children, preschoolers feel more 
comfortable about exploring a variety of less stable relationships (Howes, 1983).
The development of companionship and intimacy across childhood has been studied 
by Buhrmester & Furman (1987). In particular, they claimed that both the need for 
companionship as well as the desire for support do not change during childhood. They 
explained that whereas the essence of intimacy may be desired even by very young 
children, the manifest forms of intimacy may be different as children grow older 
(Buhrmester & Furman, 1987).
Accordingly, Hartup & Stevens (1997) differentiated between the deep structure of a 
relationship which refers to the social meaning or essence of a relationship and the 
surface structure which refers to the social exchanges that take place every moment. 
Descriptions of friendships across different age groups reveal differences in the 
surface structure according to the situation and the age of the individual. Very young 
children base their friendships on common activities and concrete reciprocities, 
whereas sehool-age children describe their friends as understanding, loyal and 
trustworthy; they expect to spend time with their friends, share interests and engage in
self-disclosure. Hartup & Stevens (1997) suggested that “these changes in surface 
structure mainly reflect changes in the developmental tasks” (Hartup & Stevens 1997, 
p. 356). However reciprocity and mutuality constitute the deep structure in Western 
friendships and are similar regardless of age.
The examination of friendships in a developmental context reveals their significance 
for the social, emotional and cognitive development of children. As a context for 
social development, friendships serve as a framework for the mutual socialization 
among children. Socializing with friends intensifies prosoeial or antisocial activities 
according to the identity of one’s friends. So friendships can be “mixed blessings” 
(Hartup & Stevens, 1997, p. 363). On the one hand they may promote good 
developmental outcome through the intimacy and companionship that offer one 
another. Alternatively they may be a risk factor if children are poorly socialized or 
antisocial (Hartup & Stevens, 1997).
Further, friendships appear to provide children with the opportunity to learn and use 
interpersonal skills effectively. So children who have friends are more socially 
competent, cooperative, altruistic, self-confident and less lonely compared to children 
who do not. (Neweomb & Bagwell, 1995). Short-term and longitudinal studies have 
demonstrated the benefits of friendships across certain developmental transitions, 
such as school entrance. Ladd (1990) for example observed that kindergarten children 
have better school attitudes when they attend the same school with their friends. In 
addition supportiveness among school friends predicts school involvement and 
achievement and was negatively correlated with school problems. Having friends also 
contributes to an increase in self-esteem among children and preadoleseents (Hartup 
& Stevens, 1997).
Although having friends is usually related to the psychological well being of a person, 
the results are difficult to interpret. First, having friends is usually confounded with 
friendship quality. In addition it is difficult to predict the direction of causality in the 
relation between friends and psychological well being because it is not known 
whether well-adjusted children make friends more easily or whether friendships 
enhance well being. Third, good psychological adjustment may be moderated by other 
factors, such as the existence of other support networks. Overall, it seems that
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friendship relations contribute to the psychological adjustment of children when 
friends are well socialized and individuals are supportive and intimate (Hartup & 
Stevens, 1997).
Friendship relations also serve as a context for children’s emotional development as 
they offer a framework for young persons to gain experience in the expression and 
regularization of emotions (Parker & Gottman, 1989). However the context that 
friendships provide for cognitive development has not been established very 
extensively. In an attempt to show how friendships foster cognitive growth Azmitia & 
Montgomery (1993) proposed that friends are more likely to exchange ideas in their 
conversations than non-friends. Although current findings offer support for 
friendship’s role in enhancing task performance the studies are insufficient to allow 
for definite conclusions. More extensive analysis of the friendship’s role in cognitive 
development is needed which will address the effect of the mediating factors, such as 
task difficulty (Newcomb & Bagwell, 1995).
If friendships provide the context for social, emotional and cognitive development, 
the assumption that follows is that they might provide a unique context of 
development. However, this has not been empirically investigated yet. Newcomb & 
Bagwell (1995) claimed that their meta-analysis helped identify the potential 
contributions of friendships compared with peer relations. However the unique 
contributions of friendships needs to be addressed by future research. Furthermore, 
the significance of friendships needs to be assessed in comparison with the role of 
parents or siblings in child’s development (Newcomb & Bagwell, 1995).
Having established the importance of close friendships during childhood and 
preadolescence, the formation of a close same-sex friendship should be considered a 
developmental task (Sheehtman, 1994). Different theoretical orientations have offered 
their rationale for the difficulties that some children have in forming an intimate 
relationship with someone of the same age and sex. Psychodynamic theories for 
example, assume that children project and transfer unsatisfying and frustrating 
parental experiences to present peer relationships (Rice, 1992). Furthermore, 
humanistic theories stress the importance of self-esteem and the ability to trust others 
as crucial aspects in interpersonal relationships (Rogers, 1961). To maintain a close
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friendship, a child or a preadolescent needs to develop patterns of communication 
based on mutual trust. The mutuality is expressed through talking together, expressing 
personal thoughts and feelings as well as sharing personal seerets (Rawlins, 1992).
Unfortunately, not all children manage to form sueeessful close friend relationships. 
Some of these children may become shy, withdrawn, anxious, aggressive or 
impulsive. Furthermore for some children this may have a further effect on their self­
esteem, well-being or even academic achievements (Sheehtman, 1994).
It might be important to enhance the social skills of isolated or emotionally troubled 
children Although the child’s difficulties may be rooted in childhood, the school can 
serve as a context for re-addressing early experiences and enhancing present abilities 
necessary to form a close friendship (Sheehtman, 1991). It is assumed that 
interventions such as psychological therapy groups that foster transformation because 
they are characterized by a social climate of eohesiveness and belonging, feelings of 
acceptance, caring, loving, understanding, the skill of self-disclosure, and the 
provision of constructive feedback will enable troubled children to develop 
relationships in the group, that are characterized as open, warm, and loving, elements 
also found in close friendships (i.e., Sheehtman, 1991; Sheehtman, et al., 1994).
The premise that psychological therapy groups will have a positive effect on 
children’s friendships has been investigated in a number of studies (Sheehtman, 1991; 
Sheehtman, 1993; Sheehtman, 1994; Sheehtman, et al., 1994). In these studies groups 
were formed in which emotionally troubled children participate. These children have 
been referred by their teachers and school counsellors on the basis of social and 
emotional difficulties. The psychological therapy groups usually last for one academic 
year and mostly involve intervention at a conscious level. Furthermore, the basic 
therapeutic principles of psychological group therapy are applied to these groups. 
Sessions usually open with a structured activity such as any form of art therapy or 
therapeutic games that aim at activating self-expressiveness. During the sessions 
children disclose disturbing feelings or events, and this information is directed by the 
group facilitator to the here-and-now relationships to permit fuller self-exploration. 
Often interpersonal relations in the group are the focus of the session. As a result 
children experience new forms of relationships. In particular, they develop a sense of
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self-worth and trust, their insight is developed and their self-defensiveness tends to 
decrease.
Results consistently indicated significantly more growth in a close friendship for 
children who participated in these groups. In addition self-esteem increased due group 
to psychological therapy. Further, other components that altered were: attachment and 
closeness, trust and loyalty, asking for help and self-diselosure. As the psychological 
group therapy produced changes in the young persons, troubled children were more 
likely to develop intimate friendships (Sheehtman, 1991; Sheehtman, 1993; 
Sheehtman, 1994; Sheehtman, et al., 1994).
Most individuals build their lives around families and friends. Although research on 
the friendship experience suffers from a number of methodological pitfalls, it is 
possible to generalize that having friends enhances psychological well-being in 
childhood. Friendship relations are cognitive and affective resources. Further, friends 
socialize one another and foster self-esteem. Supportiveness between friends is also 
correlated with good developmental outcome, although this depends on the identity of 
one’s friends and the quality of the relationship.
It follows that friendship relations should not be ignored in developmental research in 
the future. Carefully conceived studies that examine children’s friendships over time 
are necessary in order to develop a better understanding of the age-related shifts in the 
friendship patterns and their significance for development. These studies need to 
consider the definition problems and the limitations in the methodologies used by 
different investigators in the past, aiming at the development of a multifaceted 
theoretical framework. At the same time, counselling psychology should focus on 
developing appropriate intervention programmes for those children who lack the skills 
necessary to form and maintain close friendships. The few studies that examine the 
positive effects of group therapy on emotionally troubled children show very 
promising results. Future research should also focus on the effects of therapy in the 
development of friendships.
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Describe and evaluate the work of one psychoanalytic theorist and illustrate 
the usefulness of his ideas for your own therapeutic practice/
The relationship between mothers and their babies and the psychological processes 
taking place in the infant around the time of birth and afterwards have been 
extensively discussed within the psychoanalytic tradition.
The mother-child unit according to Winnicott is a dynamic and interactive unit that is 
there to do more than just meet the biological needs of both parties. The relationship 
between mother and infant is believed to be critical both in the development of the 
‘true self as well as in the way the infant relates to others later in her/his life. In 
particular, the first weeks of the baby s life the mother creates a holding environment 
in order to achieve the highest attunement between herself and the child. Furthermore, 
holding is compared to and linked with the maternal function of holding an infant.
This essay aims at explicating the Winnicottian notion of mother-ehild unit and 
describing the implications of this idea in the therapeutic practice. Taking into 
consideration the cultural and societal influences of his time, this essay will present 
the usefulness of his ideas through the portrayal of my work with clients. Finally the 
growing criticisms of his apparent idealization of motherhood will be considered (e.g., 
Jacobs, 1995; Samuels, 1993).
After nine months of preparation in which to a large extent the mother is the baby and 
the baby is her, the woman is ready for an experience in whieh she knows extremely 
well what are the baby s needs. According to Winnicott the woman knows naturally 
how to behave, when the infant needs to be picked up or put down. Winnicott insists 
that the woman lies on her maternal instinct and dissented from the doctors or 
midwives who offer advice to the mother about the way she should relate with her 
baby (Winnicott, 1988a).
* The name and any other identifying information regarding the client presented in this essay have been 
changed or omitted to preserve confidentiality.
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During the first weeks of life the mother is totally devoted to the infant. Winnicott 
tended to use terms such as merger, ego relatedness, and the phase of holding to 
describe this stage of absolute dependence in the mother-infant interaction. Winnicott 
spoke of the mother’s holding and securing functions, which protect the baby from 
impingements. The more the mother is available when the infant needs her, the more a 
sense of continuity is formed. A primitive psyche begins to develop, contributed by 
the mother’s empathie ability to meet the psychological needs of the child. The infant 
experiences the illusion that the breast or the bottle are created by her/him. As a result 
the sense of being able to create something begins to develop (Winnicott, 1988). 
Winnicott’s ideas on mirroring (1971b) are quite important here. The caretaker 
imitates the infant’s facial expression, bodily stance, movements, or sounds and the 
infant sees in this human mirror herself/himself. As a result a sense of self develops. 
(Grolnick, 1990).
This is contrasted with the necessity for the combined maturational and maternal 
facilitating factors for “ushering the infant into a later stage of gradual disillusionment 
that would ultimately lead to the internalization of externally satisfied needs and the 
capacity for self-regularization” (Grolnick, 1990, p.57). A sense of separateness 
begins to develop when the mother’s adaptation to the infant’s needs fails. As the 
child traverses the phase of relative dependence she/he develops the ability to 
experience objects without illusion (Jacobs, 1995). The infant discovers the world and 
herself/himself. Good enough mothering is really important at this time because too 
much merging disrupts the development of a healthy self.
The boundaries of the self are created in a number of ways. Winnicott emphasized the 
importance of aggressive affects against the object. If the object destroyed by the 
infant holds and survives the destruction, the subject begins to see it in its own right. 
In other words it is the destruction of the object that places it outside the subject’s 
omnipotent control. As a result of the survival of the object, the subject can start to 
live a life. At this point of development, the survival of the object is very important. 
The parent must hold the environment in order for the infant to have the possibility to 
experience the destruction and survival of the object (Winnicott, 1968).
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Winnicott argues that maternal holding can be extended into the analytic setting. 
Unlike traditional psychoanalysts, Winnicott sees the curative factor of analysis not in 
its interpretations so much but in the way that the analytic setting compensates for the 
early parental failures which may have resulted in the development of a ‘false self. 
Contrary to other therapists, Winnicott regards breakdown as a healthy sign, which 
indicates the person’s capacity to use the resources that are currently available to “re­
establish an existence on a basis that feels real” (Winnicott, 1965b, p. 225).
Similar to a maternal figure, the analyst holds the client so that the person will 
continue to grow. In therapy, it is the psychological holding, understanding and 
empathy that are crucial. This understanding involves the containing of the person’s 
deepest fears and anxieties, which is conveyed in the most appropriate way. Thus the 
Winmcottian therapist does not meet the person’s id drives, but supports one’s ego in 
order for the ‘true self to develop (Winnicott, 1963a). Holding the situation means 
giving support and most important, keeping contact on every level with whatever is 
going on, in, and around the person and in the relationship with the therapist (Little, 
1990). Offering a correct and well-timed interpretation, the analyst is able to show to 
the clients that she/he is holding the situation (Jacobs, 1995).
Creating a holding and containing environment for the disturbed client, Winnicott 
emphasized the need to carry through treatment with limited technique. He interpreted 
the transference in terms of mother and infant and also became the good mother 
through listening, attending fully and never deliberately depriving the client (Jacobs, 
1995).
This approach to therapy may be confused with supportive psychotherapy. Whereas 
supportive psychotherapy involves directiveness on the part of the therapist, the 
holding environment in Winnicotian terms is related to an analytic, exploratory 
therapy (Wolberg, 1988). Modell (1976) reports that although there are earetaking 
elements in the analyst s way of interacting with the clients, these do not make up an 
actual protective role. If the therapist assumes a protective role, this will interfere with 
the therapeutic process.
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Winnicott (1963a) stressed the importance for the analyst’s failures. Winnicott 
(1963a) is clear that even if the analytic experience is a corrective one, the person 
ultimately needs to learn how to use the therapist. The key to this process is the 
management from the part of the client of her/his reactions to failure under her/his 
omnipotent control. During this process, the person may hate the analyst for the 
failure, a feeling originally experienced in the early environment and now repeated in 
the transference (Winnicott, 1965b).
In infancy, the ability to use an object implies both a process of separation from the 
object as well as a greater degree of ego strength and integration. This developmental 
state requires the facilitating environment of a good enough mother who does not 
retaliate. If this has not taken place then a good enough analyst is required who is able 
to survive the client’s aggression and destructive attacks. Further, it is not only the 
analyst but also the analytic technique and setting that must survive (Rees, 1995). 
The therapist ...is a human basket into which clients put all their eggs, testing out to 
see if the therapist will be sensitive and reliable, or will repeat the traumatic 
experiences of the past” (Jacobs, 1995, p. 81).
Although my placement is not psychodynamic, I find Winnicott’s ideas about the 
therapeutic relationship very valuable. In particular I consider the concept of holding 
the situation an important element of the interaction with my clients. Being very 
attentive to what is going on in the client or between us, is what I always aim for. For 
example, I see a client who is suffering from spider phobia since she was a child. The 
treatment plan involved the design of a hierarchy that would gradually help her to 
learn ways to manage her fear. Understanding her deepest fears and anxieties was 
crucial at the beginning of the therapy for the establishment of a good working 
alliance between us. Being alert on what was going on in the session as well as 
listening carefully to what she said about her phobia, I facilitated the development of a 
treatment plan based on her needs.
Although at the beginning of her therapy we decided upon a plan of action, it soon 
became apparent that we had to change it. On the seventh session, based on our 
agreement, I chose another photograph of a spider for her to see. As soon as she saw
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the photograph she was terrified and run away towards the door. Just before opening 
the door she returned to her seat. This resembles an incident that happened when she 
was younger. Her older brother and his friends caught a spider and put it in her room 
in her absence in order to help her overcome her phobia. However she felt “scared to 
death and left the room. Her brother felt very guilty and never attempted this again.
It seems to me that the failure experienced when she was young had been repeated in 
the transference relationship. The early environment however could not hold the 
situation and contributed to her perception of this incident as a traumatic experience. 
Unlike her brother, I did not feel terrified when she walked towards the door, but I did 
not protect her either. I just gave her space to decide how she wanted to use this 
incident, or use me. The facilitating environment this time enabled her to return to her 
seat and perhaps recovered through the transference the early traumatic experience. 
She chose to see a new photograph before she felt very confident with the old one. 
Perhaps she wanted to test whether I was able to survive and if I could, she would 
have the opportunity to recover through the transference her early experience.
On a later session she saw a new photograph but was so terrified that she had the idea 
that the spider was in the room. She felt very uncomfortable so I had to put the 
photograph in my bag. She asked me if this photograph had always been in my bag 
and I said yes. She thought that this is exactly like real spiders that they can be 
anywhere without you knowing. “Suddenly you realize it is there and you wonder 
where did it come from”. She was angry about this failure so we spend the rest of the 
session discussing about the fact that the spider had always been in my bag without 
her awareness. For a while I was wondering whether it was the right decision to tell 
her the truth. But then I thought that I want to be sincere and that this incident came in 
the natural course of events. I knew that the fact that spiders can be everywhere is one 
of her deepest fears, however I always had this photograph in my bag. I believe that in 
terms of my countertransference I tried unconsciously to push her progress. “Causing” 
this failure from my part, I would encourage her to move faster and thus advance her 
independence.
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The next tinie she described a dream she had. She dreamed herself being in a shop that 
sells spiders. She knew that they were spiders behind the glass but she did not leave 
the shop. The sales assistant told her that if a person passes outside the shop she/he 
couldn’t see the spiders because of the glass that hides them. She hated the person 
because he told her that although spiders were there you could not see them. At the 
same time she was very happy about herself because she did not leave the shop 
although she knew that they were spiders in there. In the past she would have run 
away. I told her that this dream reminded me of what happened during the last session 
and that perhaps she was very angry with me because I had this photograph in my bag. 
She did not seem to hear what I said. Instead she emphasized that she was very happy 
that she did not run away and that this implied that she had made progress. I realized 
that this was more important for her at this stage and I did not insist in my 
interpretation.
It seems that she had been very angry with me because of the photograph that had 
always been in my bag, something that was for the first time beyond her omnipotent 
control. Through her dream she experienced hatred towards me for my failure. 
However she managed to control her fear and stay in the shop. What was important 
for her was not her hatred for the sales assistant but the fact that she did not run away. 
Because I survived her attacks in the last session, symbolically she recognized that she 
was able to use my failure and progress. Symbolically she began to develop a self who 
is not so much afraid of spiders with my ego support.
Winnicott has been criticized for his arguments about the experience of the nursing 
couple. Through his research. Stem (1985) questioned Winnicott’s idea of the earliest 
undifferentiated stage. Instead he stressed the very early formation of a sense of a core 
self. In particular he argued that the argument about the undifferentiated stage “is a 
belief rather than a proven state, a belief about connectedness, affiliation, attachment 
and security” (p.24).
Further, there is growing criticism of the role he assigned to the mother making her 
absolutely responsible for the baby while appointing a traditional role to the father, 
that of supporting the mother. This implies however that women are the carers in the
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family. In addition it seems that Winnicott ignored the possibility of any paternal 
masculine feelings. Rycroft (1985) however observed that fathers not only play with 
their children, but also are responsible for the transmission of ideas. Further, Samuels 
(1993) pointed out that “acknowledging the cultural construction of the father, as 
Winnicott fails to do, does not mean that the father’s connection to his children must 
lack the emotional intensity of the mother’s relation to her children” (p. 147). In terms 
of who is responsible about the child’s mental health Fincham (1994) reported that the 
conflict between the parents is related to the maladjustment of the child.
Winnicott’s approach to therapy is “biased towards a developmental time-frame” 
(Samuels, 1993, p. 271). Thus, the earliest processes events and relationships are 
regarded as a template for the later ones. This in turn implies that events are explained 
in terms of causal relations. However, the person is not just a product of the early 
mother-child interaction. Focusing solely on the transference relationship and on the 
importance of a facilitating environment where the good enough therapist holds the 
situation is a disadvantage. The individual lives in a society and as a result she/he 
forms relationships with a number of different people and is affected by the historical, 
cultural, economical and political circumstances.
In accordance with this view I feel I need to take into consideration the background 
and surroundings of the client because this may have affected the person’s mental 
health as well as her/his progress in therapy. This is particularly applicable in the 
placement where I work. As it is a Department of Clinical Psychology part of a NHS 
hospital, I have seen clients who could not afford to go to a private counseling 
psychologist. These people quite often live on benefits. Furthermore some of my 
clients find it hard to commit themselves to therapy. In this setting it would be 
difficult to focus my attention solely on their early mother-child interaction. Instead 
believe I have to take their life circumstances into consideration when I make my 
formulations or think of possible plans of therapy.
To continue criticizing Winnicott’s theory would be arbitrary, as he never said that he 
developed a Winnicottian school of thought. Instead he was a creative and original 
thinker and as such he used his own words to arrive at innovative concepts. His open-
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mindedness and his emphasis that novel therapists should find their own way of 
working, is an inspiration for me. I have realized that it is important to find my own 
individual way of working which would be inseparable with my personality, instead of 
solely preoccupying myself with the techniques of one approach. Finally I have found 
very useful his idea about the holding environment. In particular, a familiarity of his 
work has left me with an understanding of being very sensitive to the needs of clients 
and made it easier for me to provide for those needs in an empathie way.
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Critically evaluate the concept of transference in relation to therapeutic practice/
The term transference has been extensively discussed in the psychoanalytic literature 
since Freud. Many analysts have contributed to the development of new perspectives on 
the transference concept and have led to an extension of the meaning of it (e.g. A. Freud, 
1936; Klein, 1932; Strachey, 1934). A number of positions have emerged which reflected 
differences both in the theoretical understandings of the term and in the importance they 
assign to transference interpretations during therapy.
Different definitions of the term vary the degree of the emphasis they placed on 
transference drawing from one’s past (e.g., Joseph, 1985) to speaking more in terms of 
the externalisation of an internal object relationship (e.g., Berg, 1977). On the other hand 
Smith (1991) objected to the notion of transference, arguing that “when they use the 
concept of transference they are using it to denote some intelligible phenomenon or 
process... and a glib invocation of this concept-without careful consideration of its 
validity is not compatible with scientific conscience” (pp. 25-26). The variations in the 
descriptions of the concept are enormous. However the history of the development of 
transference is described elsewhere (e.g., Sandler, Dare, Holder, 1973) and is beyond the 
scope of this essay.
The lack of an agreement in the definition makes the distinction between transference and 
non-transference material difficult. The distinction between transference and reality is 
useful in the work with the clients. However, the analyst’s judgement of whether or not 
the client’s behaviour is transference is very subjective and based on their training and 
theoretical framework and/or their therapeutic experience.
Considering the existing definitions of transference some appear to arise from a frame of 
reference, which is essentially related to the clinical technique (e.g. A. Freud, 1936), 
whereas others seem to be more general (e.g. Greenson, 1965). The controversy whether
* The name and any other identifying information regarding the client presented in this essay have been 
changed or omitted to preserve confidentiality.
27
transference is a clinical or theoretical concept affects the research and development of 
the subject. Furthermore, it confuses inexperienced therapists in terms of choosing which 
position to adopt, and judging what is and what is not transference in the therapeutic 
situation.
Despite the limitations of the concept, it is clear that the notion of transference 
relationship occupies a central role in the psychoanalytic psychotherapy both in the 
understanding of the client’s difficulties as well as in the therapeutic interventions. 
Presuming that the phenomenon of transference exists, the questions remain regarding the 
efficacy of transference interpretations. More specifically this essay will examine 
whether transference interpretations in short-term dynamic therapy facilitate or hinder 
patients’ improvement. Although therapists claim that transference interpretations are 
essential in achieving successful outcome in short-term dynamic therapy, limited research 
suggests their cautious usage in order to enhance the alliance building and goal 
attainment.
Freud (1895d) first used the term transference when he observed during the course of 
therapy the changes in the patient’s attitude towards the physician. Freud (1895d) noted 
that these changes involved strong emotional components and could interrupt the process 
of verbal associations and therefore the treatment. Freud (1895d) saw these unconscious 
feelings as coming from a false connection between a person who was the object of 
earlier wishes and the doctor, and described them as transference. In a paper published 
later however he presented transference as a therapeutic agent (Freud, 1909d).
Sandler et al (1973) pointed out that Freud used the term to explain a number of different 
phenomena that could be described as a repetition of past feelings and attitudes in the 
present. Sandler et al. (1973) related Freud’s conception of transference to his view of 
mental functioning that was conceived in terms of the instinctual drives and the 
displacement of energy. Freud thought of sexual wishes towards an important figure as an 
investment (cathexis) of the sexual drive energy (libido) in the person. Transference was
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perceived as the displacement of the libido from the memory of the original object to the 
analyst.
The increasing emphasis on the analysis of transference led other psychoanalytic writers 
to extend the meaning of the concept. Within the ‘English school’ of psychoanalysis 
Strachey (1934) and Melanie Klein (1932) encouraged the view that all patients’ 
communications indicate the transference of very early infantile relationships and the 
exclusive focus on transference interpretations.
It seems that the numerous attempts to expand the concept emerged during the different 
phases in the history of psychoanalysis and reflected the advances of their period. The 
difficulty to describe the phenomenon of transference could impel some therapists to 
abandon the concept. Whereas others led by a theoretical framework they perceive the 
patients’ behaviours and responses as transferences, exclusively following the guidelines 
of the particular theory. Perhaps what is needed today is careful psychoanalytic research 
that will concentrate on identifying the defining characteristics of the phenomenon before 
exploring the extent of its presence during the course of therapy.
In relation to therapeutic practice it might be useful to distinguish transference from non­
transference. However there has been relatively little discussion in the analytic literature 
of the place of the ‘real’ (i.e. non-transference) relationship (Handley, 1995). Langs 
(1981) views transference and non-transference as being the poles of a continuum. In the 
transference pole most of the responses are transference-based, whereas at the other 
extreme there is an increased proportion of non-transference responses. It seems that the 
definition of transference relies on the ability to differentiate between the transference 
and non-transference components (Langs, 1981).
Furthermore Langs (1981) perceives as dangerous the tendency to focus almost 
exclusively on the transference. “One of the dangers is the tendency to invoke the 
concept of transference as a defence against the actualities of the analyst’s pathological 
contributions to the therapeutic interaction” (Langs, 1981, p. 83). Discussing the
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phenomenon of transference, Szasz (1963) distinguishes between two functions of the 
concept: “in psychoanalytic theory the concept of transference serves as an explanatory 
hypothesis; whereas in the psychoanalytic situation it serves as a defence for the analyst” 
(Szasz, 1963, in Langs, 1981, Ed. p. 29).
Greenson (1967) attempted to clarify some of the controversial issues related to the non­
transference relationship. Greenson (1967) distinguishes transference from non­
transference reactions according to their degree of appropriateness in relation to the 
circumstances. Thus if a response/attitude towards the therapist can be justified as 
appropriate then this cannot be regarded as transferential. However Smith (1991) argues 
that the way to determine appropriateness is incompatible with psychoanalytic theory 
because it presupposes that humans can always bring into consciousness their 
unconscious materials.
Trying to distinguish between transference and non-transference seems to be confusing 
and complicated. Although transference is widely accepted and used in the 
psychoanalytic world, taking a critical approach to it someone would have to accept that 
the concept is problematic. Some writers suggest that many of the difficulties regarding 
the concept of transference stem from the fact that most psychoanalytic authors study the 
subject from a frame of reference which is related to the clinical technique although they 
may appear to refer to a more general universal phenomenon (e.g., Sandler, Holder, 
Kawenoka, Kennedy & Neurath (1969).
A. Freud (1936) has given a definition of transference exclusively in relation to the 
analytic technique. In particular she conceived transference as those impulses 
experienced in the analytic situation under the influence of the repetition compulsion. 
Hoffer (1956) regarded transference in the therapeutic relationship as a variation of the 
transference in other relationships. He perceived transference as a general phenomenon 
according to which people transfer upon their objects memories of significant infantile 
experiences. Fenichel (1945) however has distinguished the more specific transference of 
the psychoanalytic situation from the more general universal phenomenon. More
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specifically he emphasized that the psychoanalytic situation has a constant character thus 
promoting the manifestation of the transference whereas in everyday life people react to a 
person’s actions and words thus obstructing the transference.
It seems that some writers assume that transference is a unitary phenomenon that consists 
of different types within and without the analytic situation. However little work has been 
done to identify what constitutes transference other than to stress the fact that it involves 
a repetition of the past in the present (Sandler et al, 1969). Moreover if transference as a 
concept is to be extended outside the analytic situation there must be a differentiation 
between transference and non-transference material as it is not possible to perceive all 
ordinary human relationships in terms of the past. Although aspects of past reactions and 
infantile experiences will be present in everyday situations, there is also another person in 
the interaction who reacts and who may or may not allow herselfrhimself to accept the 
transference role (Sandler et al, 1973).
Furthermore Sandler et al (1969) rejected the notion that all material in the analytic 
situation can be explained as transferential material. Instead they suggested that the 
therapist should think of all the different aspects of the therapeutic relationship. 
Furthermore they proposed that although the analytic situation may facilitate the 
emergence of past relationships, it is technically more important to differentiate these 
elements that constitute the repetitions of past relationships with important figures. Again 
this is related to the problem of being able to differentiate between transference and non­
transference.
Transference interpretations can be described as verbal and silent. Silent interpretations 
refer to those hypotheses that happen in the therapy and are crucial for the therapist’s 
conduct of treatment. Verbal interpretations refer to those that the therapist actually utters 
to the patient. With particular reference to the verbal interpretations the remaining 
question is how much the therapist puts into words to the client.
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The use of transference interpretations in the analytic situation seems to be based on the 
theoretical framework and the subjective preference of the therapist. The strict Kleinian 
therapist for example views transference as the externalisation of the unconscious 
phantasy, which is thought to underlie all human thought. The therapist inevitably 
becomes part of the patient’s unconscious phantasy and therefore transference is an 
ongoing process in the analytic situation (Segal, 1992). Smith (1991) argues that the 
Kleinian analyst seems to be concerned with matching the patient’s unconscious phantasy 
with the clinical material and then interpreting that material.
At the other end of the spectrum Pearson (1995) suggests that “the therapist can often 
gain insight by internally making transference interpretations, but that these are often best 
worked through using the characters and plots that the patient brings...thus staying with 
the patient’s metaphor” (p. 37). Furthermore it is possible to extract core themes from the 
stories patients bring and that an effective outcome can be achieved by focusing on these 
themes. He also argues that if a major therapeutic factor in psychodynamic work is the 
externalisation and recognition of a confused, internal state of mind, then it may not be 
important who is the subject and who is the object in the externalisation (Pearson, 1995).
In relation to short-term dynamic work the issue still remains whether it is appropriate to 
use transference interpretations. It is particularly important in short-term work because 
the factor of time obliges the therapist to be very selective in the interventions she/he 
does. Some psychoanalytic therapists consider transference interpretations in brief 
dynamic therapy probably the most important interventions (e.g., Sifneos, 1979, Bauer & 
Kobos, 1984). Whereas others prefer the infrequent use of transference interpretations in 
brief work. Malan (1979) for example found that infrequent transference interpretations 
that link patients’ present reactions to the therapist with past experiences promoted 
successful outcome. Although the study did not include a control group the supporting 
evidence for the use of transference interpretations was based on clinical judgements and 
content analysis (Schaeffer, 1998). Moreover, Marziali (1984) replicated Malan’s study 
using a stronger methodology and also found favourable results for the use of 
transference interpretations in brief dynamic therapy. Other studies however fail to find
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that the use of transference interpretations alone promotes positive outcome. Winston, 
McCullough & Laikin (1993) for example analysed four cases and suggested that 
transference interpretations needed to address wishes and fears as well as defences in 
order elicit the affect required for successful outcome.
Joyce & Piper (1993) argue that the therapist must be selective in those transference 
reactions that merit interpretation. In particular they suggest that “the transference 
interpretations is a selective construction which utilizes an initial working model of the 
patient’s difficulty, theoretical knowledge, and impressions of the patient’s immediate 
behaviour”. The variety of transference reactions and the subjectivity of the therapist 
suggest that there is no single correct accurate interpretation. The accuracy of a 
transference interpretation relies on the therapist’s perception and the features of the 
patient’s story that serve the basis for the reaction. An accurate interpretation is helpful 
because it guides the patient’s understanding of her/his scripts. In other words in brief 
work the therapist formulates a working model of the themes associated with the 
presenting difficulty. This is what guides the therapist’s choice in terms of which 
transference reactions need to be interpreted.
Research findings regarding the use of transference interpretations in short-term work 
remain inconclusive. Despite the methodological problems, the infrequent use of 
transference interpretations appears to make a contribution to successful outcome. 
Schaeffer (1998) emphasizes that transference interpretations must reflect the process of 
therapy, must be closely related to the therapist’s formulation, must respond with 
sensitivity to the nature of the client’s presenting problems, and the client’s specific 
issues like here-and-now core conflicts, wishes and needs. Also skilful transference 
interpretations must be moderately used.
It appears that the use of transference interpretation varies enormously among the 
practitioners. The problem of how many of the transference reactions must be interpreted 
still remains. Furthermore, Sandler et al (1969) emphasize that the problem with 
transference is not necessarily a clinical one. The problem is a conceptual one and
33
consequently an important one in psychoanalytic teaching and research. When 
psychoanalysts talk about transference to one another or to trainees they may be in the 
area of pseudocommunication unless they know that they that the others understand the 
same thing. Sandler et al (1969) believe that many technical errors are made by beginning 
therapists because they are given ‘rules of thumb’ as to when they should interpret the 
transference. Moreover, the fact that there is no agreement as to what constitutes 
transference can be very confusing for the trainees who have to rely on their personal 
judgement.
My psychodynamic placement was in primary care. During that time I have faced all the 
above these issues and have found the concept of transference in relation to therapeutic 
practice very controversial. I was working short-term with clients offering them 12 
sessions the maximum. My supervisor favoured Klein and, although the setting did not 
allow the constant use of transference interpretations, I have felt that sometimes she was 
expecting me to make a transference interpretation whereas I would choose to operate in 
a different way. This clearly reflects the complications embedded in the concept of 
transference and the use of transference interpretations in the therapeutic situation.
Being more specific I would like to discuss one particular client (Mr. A). Briefly he was a 
35-year-old man, referred for insomnia and distress over relationship difficulties. He saw 
the GP at the end of October and asked to be referred for psychological therapy. The GP 
agreed but then forgot to refer him. In December Mr. A. contacted the Surgery seeking 
appointment and so my supervisor offered him one initial session before the Christmas 
break. My supervisor explained to him that she has to refer him to me and that she is 
going to give me some information from the first session. Immediately after the 
Christmas break he contacted the Surgery again to remind me to arrange to see him.
In the first session with me, he asked me whether I had the information from my 
supervisor and I explained that she gave me some notes but I would prefer if he told me 
what brought him to psychological therapy. He reported that he feels lonely, distressed, 
“paralysed” about his current relationship. He mentioned that he is frequently tearful and
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had some suicidal thoughts but would not act on these because of his son. He said that 
prior to summer 1998 he was in a 9-year relationship with a woman and also had a child 
with her. Last summer however he developed a close relationship with another woman 
partly because he was away from home for a long time and partly because they had many 
arguments with his partner for the last couple of years. He claimed that in August he felt 
he had no choice but to move out and live in a friends’ house. Then the new girlfriend 
found him too demanding and went off with another man. In September being separated 
from both his 9-year partner and his new girlfriend he decided to move in a different 
town. He reported that his last girlfriend decided to contact him again in November, 
wishing to renew their friendship. Although he was uncertain and ambivalent they ended 
up resuming their sexual relationship. He said that since then she keeps sending him 
mixed messages, saying that she is not happy with her new boyfriend, but she cannot 
offer any long-term commitment to Mr. A. He reported that he has been increasingly 
agitated and confused (with the new girlfriend), feeling that he is too “soft”; that she is 
getting what she wants, but that he cannot function without her.
In the first session with me although he gave me the information about his present 
difficulties he repeatedly mentioned that he feels his new girlfriend let him down and 
explained the extent that this has affected his life. He kept saying that he feels people let 
him down and that he does not feel he can talk to his friends anymore. Instead he finds 
easier to talk to strangers. I was thinking throughout the session that people around him 
let him down lately, including the GP and my supervisor. Furthermore it appeared that his 
relationships with both his partner and girlfriend were a forced termination, likewise 
short-term therapy involves a forced termination. I finally chose not to say anything and 
stayed with his narratives. As it was the first session I saw him and I did not have enough 
information yet to be certain that this was a transference reaction I thought it is safer not 
to make a transference interpretation. Furthermore it might have been too early in the 
course of therapy to make such an intervention.
I presented this man because I wanted to illustrate the difficulties that are embedded in 
the concept of transference. Also being a trainee I am still developing my own style of
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working with clients and I have not yet decided when I should interpret the transference. 
The psychoanalytic literature about this topic varies enormously and the concepts of 
transference as well as the transference interpretations seem to be a personal decision. 
This does not imply that transference should be completely abandoned from our work 
with clients. What is probably needed is further research that will concentrate on the 
redefinition of the concept. In the meantime, it is important that the decision to make a 
transference interpretation is well-thought.
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Racial/ethnic minority research: Implieations for the practice of 
multicultural counselling psyehology and psychotherapy 
Introduction
There has been considerable debate in the mainstream psychology whether the 
different psychotherapeutic approaches rooted in the Western culture are applicable to 
multicultural client groups. Multicultural theorists have emphasized the inadequacies 
in psychology/psychotherapy regarding the needs of multicultural populations (e.g. 
Sue, Carter, Casas, Fouad, Ivey, Jensen, LaFromboise, Manese, Ponterotto, & Nutall, 
1998; Laungani, 1997). Researchers-practitioners who argue that there is a need to 
adopt conventional models to include the clients’ ways of understanding and dealing 
with psychological distress have proposed skills and theoretical frameworks to guide 
and facilitate the work with these people (Sue, Arredondo, McDavies, 1992).
Other practitioners however believe in adopting a universal approach to psychological 
therapy and counselling by identifying the common principles in the helping 
relationship, (e.g., Margolis & Rungta, 1986). Some writers would even claim that 
working with another individual who by definition is different from oneself is a basic 
therapeutic skill, that should not be restricted to the therapeutic work with 
multicultural clients (Speight,,Myers, Cox, & Highlen, 1991). Moreover, Patterson 
(1996) argues that “descriptions of the various groups are generalizations, describing 
the modal (abstract average) person... it becomes difficult, if not impossible to assign 
individuals to groups or to differentiate among groups” (p.228). Patterson (1996) 
highlights the importance of the therapeutic relationship instead of specific 
multicultural skills.
The emic-etic distinction still underlies the field of multicultural issues in therapeutic 
practice. The two approaches have antithetic underlying assumptions and as a result 
lead to conceptually different research questions and methodologies. The etic 
approach aims at drawing generalizations about human beings assuming that “there 
was a single universal definition of normal behaviour whatever the person’s cultural 
origin” (Pedersen, 1996). The etic approach is reflected in quantitative studies in
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psychology and psychiatry that measure the universality of experiences (Draguns, 
1997). One could argue that DSM-IV and ICD-10 are embedded in this approach. By 
contrast, the emic approach assumes the role of between-group differences in the 
definitions of health and illness and pinpoints the specific needs of culturally different 
individuals (Draguns, 1997). The emic approach is basically manifested in 
anthropological studies. As Pedersen (1996) indicated anthropology investigates 
human behaviour within a unique cultural context.
A further distinction should be made between research in cross-cultural psychology 
and multicultural competence in counselling psychology and psychotherapy. Studies 
in cross-cultural psychology attempt to establish the similarities and differences of 
psychological phenomena across cultures (Berry, 1980). Whereas research in 
multicultural counselling psychology focuses on identifying the needs of multicultural 
populations and investigates its effectiveness with multicultural populations. Although 
studies from one area inform the other, research questions and designs differ.
In April 1991 7.3% of the UK population was bom elsewhere (Sanders, 1994) and on 
some general practitioner lists the ethnic minority patients outnumbered white patients 
of British origin (Gillam, Jarman, White, & Law, 1989). Furthermore Eleftheriadou 
(1999) writes that the prominent minority groups that currently live in UK come from 
“India, Pakistan, the West Indies, Africa, Cypms, and Turkey” (p. 113).
Furthermore Rawson, Whitehead, & Luthra (1999) claim that black people are 
significantly more in prisons and mental health settings. They are also more likely to 
be sectioned under the Mental Health Act. Implicit is the assumption that most 
therapeutic approaches devised for white populations are not applicable to other 
cultural groups. Considering the fact that Britain is becoming a multicultural society 
and that most of the research has been conducted in America, it is important to look 
carefully whether our counselling psychology practice is effective for the ethnic- 
minority clients.
The fact that counselling psychologists claim to operate from a scientist-practitioner 
framework requires us to develop and be guided by the existing research. The
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literature on multicultural issues reveals several limitations. It is therefore crucial to 
discuss these weaknesses and the implications that result for the practice of 
multicultural counselling psychology.
Limitations of the research
1. White and nonwhite scientists: who conducts the cross-cultural research?
It still remains a great deal of controversy whether white or ethnic minority 
researchers are the most appropriate to conduct the research in the field of 
multicultural counselling.
The 1990 APA convention reviewed the involvement of the white researcher in cross- 
cultural research in a symposium. The purpose of this symposium was to examine 
how the studies carried out by white researchers fit into the area of multicultural 
research and to probe the reactions of the ethnic-minority researchers. The 
Counselling Psychologist, vol. 21 (1993) included a set of articles on the issue of 
whether white researchers should conduct cross-cultural research or not.
It seems that if the researcher is white she/he can find reasons why European- 
Americans should be involved in multicultural research. Atkinson (1993) for example 
suggested that the involvement of white scientists in multicultural research can be 
justified by the fact that culture is a factor in all human behaviour and should therefore 
be included in counselling research. However in a study of articles published in six 
journals of the APA between 1970-1989 Graham (1992) found that the percentage of 
the articles in cross-cultural research decreased, therefore European-American 
researchers should be encouraged rather than discouraged to conduct research on 
multicultural issues. In addition, in a survey of ethnic-minority psychologists in health 
services Atkinson, Neville, & Casas (1991) found that European-Americans can be 
competent tutors for the ethnic-minority graduate students. On the other hand if the 
writer is nonwhite she/he can find strong arguments against the suitability of white 
scientists conducting multicultural research. Helms (1993) for example suggested that
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issues of unresolved white racial identity are inherent in much of the cross-
cultural research to the extent that white researchers have been the primary
gatekeepers of cross-cultural research (e.g., journal editors, dissertation 
advisers), then it is possible that those with restricted worldviews encourage 
constricted study of cultural diversity issues (p. 242).
Following from these two points of view is the belief that if there is such a debate on 
the ethnicity of the scientists who are appropriate to conduct the research, then it is 
difficult to interpret the results of the existing cross-cultural studies, and thus decide 
on the most effective interventions in the counselling psychology practice with ethnic- 
minority clients. In addition, if psychologists cannot agree on who is suitable to do 
multicultural research, then the design of new studies becomes complicated.
Most of the studies divide between white and nonwhite researchers. The implication 
for the use of these words is that all European and American people are members of 
the same culture and share similar histories, values, etc. On the contrary, nonwhites in 
the literature are usually grouped based on their colour and ethnicity. However, if all 
whites belong to the same culture and nonwhites to different cultures, then how could 
the word culture be defined? According to Lago & Thompson (1997) culture is one of 
the two or three most complicated words in the English language. Also when 
individuals think of cultural differences there is a great temptation to consider exotic 
or disadvantaged cultures and forget that all humans are products of their culture.
2. Inconsistency in the definition o f cultural sensitivity
Related to the definitional variation of the word culture is the discrepancy between the 
studies in the definition of cultural sensitivity. The terms cultural sensitivity, cross- 
cultural competence, cross-cultural effectiveness, cultural responsiveness, cultural 
awareness and culturally skilled have been used interchangeably in the literature as if 
they were equivalents, although they are not (Ridley, Mendoza, Kanitz, Angermeier, 
& Zenk, 1994). The definitional problem becomes even more complicated if we take 
into consideration that the same word can have different meanings in discourse 
(Riddley et al, 1994). However it is necessary to operationally define the term cultural
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sensitivity, and be precise in the use of the words in order to design testable 
hypotheses and build theories in multicultural counselling psychology.
3. Insufficient descriptions o f  cultural sensitivity
In addition, the literature fails to answer even the most basic questions concerning 
cultural sensitivity, for example, what is cultural sensitivity, is it an attitude, a 
behavioural style, a cognitive process, or all of these. Few researchers define cultural 
sensitivity in a unitary way. Rather cultural sensitivity usually consists of a number of 
components and subcomponents (e.g., d’ Ardenne and Mahtani, 1989). The problem 
of the definitional variance has implications for the research and practice of cross- 
cultural counselling psychology, as it makes difficult to use existing research in order 
to decide on which is the most effective therapeutic approach for ethnic-minority 
clients.
Existing descriptions of cultural sensitivity in the literature can be summarised as: a/ 
cognitive abilities or attitudes that are requirements for the culturally sensitive 
behaviours; b/ culturally responsive behaviours; c/ the effects that therapists who have 
been trained to be culturally sensitive, have on the clients’ perceptions, behaviours 
and evaluations (Riddley et al, 1994; Sue, Carter, Casas, Fouad, Ivey, Jensen, 
LaFromboise, Manese, Ponterotto, Vasquez-Nutall, 1998).
Researchers who argue that cultural sensitivity is necessary for the culturally 
responsive behaviours provide only abstract descriptions of the cognitive functions 
and knowledge that reflect cultural sensitivity (Sodowsky & Flake, 1992). Even fewer 
writers have provided with hypothetical or actual examples of cognitive processes, 
which indicate cultural sensitivity. When cultural sensitivity is paired with culturally 
responsive interventions, the culturally responsive behaviours are rarely presented 
(e.g., Wade & Bernstein, 1991).
The indicators of cultural sensitivity most frequently used are the reactions of the 
clients to the therapist. Included in this group are: the session attendance rates, the 
therapist’s credibility, trustworthiness and empathy, and others. This implies that
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therapists who will score higher on these indicators are more culturally responsive. 
However, these indicators do not present the behaviours or cognitions that distinguish 
the culturally sensitive from insensitive therapist (Ridley et al, 1994).
4. Limitations in the theoretical frameworks and research designs
One of the limitations of cross-cultural research is the problems in theory(-ies) used to 
give rise to specific research hypotheses. Ponterotto, (1988) reviewed cross-cultural 
studies from 1976 to 1986 and found that only 16 out of 49 studies generated research 
hypotheses specifically linked to a theory. Furthermore well-designed cross-cultural 
research is important in our attempts to operationally define multicultural competence 
and/ or sensitivity. In fact, cross-cultural research can inform us about the universality 
of human experiences. Similarly, specific cultural information is important because 
cultures seem to differ in terms of certain aspects, such as gender roles (Loizos & 
Papataxiarchis, 1991).
Research in multicultural therapy is often based on inappropriate research designs. 
One of the failures in multicultural research methodology is the use of analogue 
studies (e.g., Folensbee, Draguns, & Danish, 1986) from which researchers attempt to 
generate conclusions about real client-therapist sessions. However the applicability of 
such findings in real situations is questionable. In addition studies sometimes use 
student samples, which are not representative of the population to which their results 
are generalised.
Furthermore, in multicultural therapy, qualitative research methodologies have not 
been used much. Qualitative methodologies allow for the exploration of issues such as 
the acculturation level of the individual, which is very important in multicultural 
research as the ethnic-minority individual is also influenced by the dominant culture 
that she/he lives. Additionally, qualitative methodologies are more appropriate to 
delineate the diversity of experiences embedded in multicultural therapy.
A few authors have developed models to explain multicultural competence and/ or 
sensitivity. Sue, Arredondo, McDavis (1992) for example developed a theoretical
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framework to describe and explain multicultural competence. This model did not 
emerge from research. The model has been used to develop instruments that measure 
multicultural competence. CCCI-R for example (Cross-Cultural Competency 
Inventory-Revised, LaFromboise, Coleman, & Hernandez, 1991) is one of these 
instruments. Although factor analysis has come up with the dimensions presented in 
the model, the relationship between multicultural competence and sensitivity has not 
been clearly investigated. This has implications for psychological therapy in terms of 
whether the counselling psychologist needs to be sensitive to multicultural issues or 
competent to work Avith multicultural populations. The latter implies the need to 
always take cultural issues into consideration. However it has not been established yet 
that cultural issues always play a role in the client’s presenting problems.
Ridley et al (1994) have presented a model that attempts to describe multicultural 
sensitivity. This model implies that cultural differences exist but if therapists develop 
the schema of cultural sensitivity they will be able to understand their ethnic-minority 
clients and plan culturally sensitive and effective therapeutic interventions. The model 
has not been empirically validated.
A totally different model is presented by Speight, Myers, Cox, & Heighten (1991) 
who aimed at redefining multicultural counselling according to the optimal theory. 
The optimal theory has its roots in the ancient traditional African culture from which 
all other cultures emerged (Speight et al, 1991). Optimal theory is holistic and 
unifying, as all people are African people, if they go far back enough into their 
ancestry.
The model attempts to understand multicultural issues by going beyond differences to 
unify individuals at some universal level. Multicultural counselling is redefined as 
basic to all forms of helping relationships. This redefinition does not imply that 
cultural differences are not important. Rather, it encourages practitioners to focus on 
the individual uniqueness and commonalities. Every person, like every counselling 
encounter possesses a mixture of sameness and differentness. Again this model has 
not been empirically tested.
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In the field of multicultural therapy a diversity of models exist that highlight the 
importance of cultural sensitivity for the therapeutic success, Avithout offering any 
reasons to explain why this is necessary, or propose ways to achieve it. Furthermore, if 
cultural issues are important in psychological therapy, these models fail to explain the 
extent that these need to be taken into consideration in therapeutic practice.
Conclusions
The link between research and practice is obviously an important one. Research can 
inform therapists about the appropriateness of their therapeutic approach with specific 
client groups. The literature can also offer advice about changes that need be done in 
order to accommodate the existing therapeutic interventions to fit the needs of ethnic- 
minority groups. However multicultural therapy research is suffering from a number 
of limitations so that it is difficult for a practitioner to be able to use the evidence in 
order to choose the most appropriate interventions with the ethnic-minority 
individuals. Rather practitioners have to rely still on their experience with this client 
group, their openness as individuals, and their ability to form an empathie 
relationship. It is not that these qualities are not important. Rather, it is difficult for a 
practitioner to come to a conclusion whether these are the only qualities necessary to 
work with ethnic-minority clients, or it is essential to develop a schema for example 
that will inform therapists about culturally sensitive responses.
Following this argument new research is urgently required that will be stimulated by 
the practitioners’ experiences in the therapeutic practice, and will attempt to overcome 
the limitations of the existing research. It is important that the scientists-practitioners 
will develop research methodologies that will allow the exploration of individuals’ 
worldviews, for the ethnic-minority persons are not solely products of a distinct 
culture.
Research methodologies and theoretical frameworks from different disciplines could 
be combined to produce research that would assist our awareness of the role of culture 
in human behaviour.
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Finally there is a need for both white and nonwhite researchers to work together for 
the development of a new approach that will respect and value the multiplicity of 
cultures. '
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Therapeutic Practice Dossier
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Therapeutic Practice Dossier
The Therapeutic Practice Dossier addresses issues relating to the practice of 
counselling psychology. It consists of a short description of the nature of the 
therapeutic training during the three one-year placements. It also contains a brief 
account of other professional and educational activities that took place in the 
placements. Finally a discussion on integrating theory, research, and therapeutic 
practice is also included in this dossier. This paper will present my account of 
integrative psychological therapy as this developed during my training.
Names and any other identifying information regarding the clients presented, 
placement locations, and placement supervisors are altered or omitted to preserve 
confidentiality.
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First year placement: An NHS Clinical Psychology Department
October 1997 -A ugust 1998
My first year placement was within a Clinical Psychology Department, which was 
part of a General Hospital. In addition, I also worked as part of a Community Mental 
Health Team (CMHT), which was attached to the Clinical Psychology Department. 
The department comprised of psychologists specializing in different areas of 
psychology, such as child, clinical, forensic, and others. There was also a pain 
management clinic.
The adult clients seen were mainly referred by General Practitioners, or other 
psychologists within the department. Clients’ difficulties ranged from mild to 
moderate mental health problems. In particular, presenting problems covered a variety 
of phobias, including severe animal phobias and agoraphobia with panic attacks, 
depression, anxiety, low self-esteem, relationship difficulties, and coping with severe 
illness.
My responsibilities involved conducting individual therapy sessions and attending 
staff meetings. I also had the opportunity to attend care plan meetings in a 
rehabilitation care home for clients with severe mental illness.
Supervision for individual work was provided by a chartered clinical psychologist. 
Clients’ difficulties were conceptualised and treatment plans were formed from a 
humanistic and cognitive behavioural frameworks.
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Second year placement: Primary Care In association with 
an NHS Psychology Department
September 1998- A  ugust 1999
For this placement I was based in a General Practice (GP) medical centre. This was 
related to a Psychology Department, part of a Mental Health Hospital. This offered 
the possibility to refer clients to other mental health services for assessment or 
treatment, if this was considered appropriate.
Adult clients were referred by the doctors in the Surgery. The therapeutic contracts 
involved twelve sessions, offered by me and my supervisor. One client was seen 
throughout the placement for training purposes. Clients presented with a variety of 
mild to moderate difficulties, such as depression, anxiety, low self-esteem, 
bereavement issues, relationship difficulties, and sexual abuse. Clients were from a 
mixture of social and cultural backgrounds.
Supervision for individual therapy sessions was provided by a psychoanalytically 
trained psychotherapist. The therapeutic work was also monitored by a manager 
supervisor, who was a consultant clinical psychologist and psychotherapist. During 
supervision, process notes were discussed with an emphasis on the psychodynamic 
approach. A more supportive approach was adopted with some clients.
The placement experience also included attending a number of workshops and 
seminar presentations organized by other psychologists in the Trust, and meetings 
with other trainees arranged by the manager supervisor.
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Third year placement: An NHS Addictions Inpatient Unit, 
an Outpatient Multidisciplinary Drug Team, 
and one Community Drug Team
September 1999 -A ugust 2000
My third year placement involved 'working in three different drug units, which were 
part of the same addictions Service. The service was part of a large Mental Health 
Hospital. The Inpatient unit provided the acute treatment plan, which involved 
detoxification, or stabilization, education and possibly therapy. There was also a 
recovery inpatient programme, which aimed at preventing relapse and preparing the 
clients for re-entry in the community or other rehabilitation units. The outpatient and 
the community drug teams offered treatment plans in the community.
The above multidisciplinary teams constituted of my supervisor-a consultant clinical 
psychologist-consultant psychiatrists, specialist doctors, nurses, occupational 
therapists, social workers, students, and myself.
My role in these teams was to devise specific treatment programmes to prevent 
relapse or to treat clients with a dual diagnosis that complicates their problems with 
drugs. Clients seen presented with moderate to severe difficulties, such as drug 
addictions, moderate to severe depression, anxiety, low self-esteem, long histories of 
trauma and severe abuse, and personality disorders. I offered both individual and 
group sessions. I ran a relapse prevention group with a nurse and a cognitive 
behavioural group with my supervisor.
Supervision for both individual and group work was provided by a consultant clinical 
psychologist, who was also the Head of psychological therapies within the Addictions 
services. Client’s problems were conceptualised, and treatment plans were formed 
from a cognitive framework, including a relapse prevention model of change 
addictive behaviours, motivational interviewing and schema-focused interventions.
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Also there was the possibility for integrative psychological therapy with an emphasis 
on the use of the therapeutic relationship.
Other activities included attending workshops and seminar presentations organised by 
other psychologists, attending the psychology departmental meetings, and peer 
supervision arranged by my supervisor. Finally I had the opportunity to make a 
presentation to other staff members.
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Integrating theory, research, and therapeutic practice^
Psychological therapy involves a complex interpersonal relationship. This can be seen 
as being shaped by the client, the therapist, the setting in v^hich therapy takes place, 
the theoretical frame^vork that the counselling psychologist adheres to with a 
particular client, and the application of psychological knowledge and relevant 
research.
The main theoretical frameworks that I have used and have been supervised in my 
training are: In my first year I worked from a humanistic (Rogers, 1961; Meams, & 
Thome, 1992), and CBT (Hawton, Salkovskis, Kirk, & Clark, 1996) framework. In 
my second year I have used brief psychodynamic therapy (e.g., Mann, 1973) with 
interventions from other psychodynamic writers, such as Klein (e.g., Segal, 1992), 
Winnicott (e.g., Jacobs, 1995) and others. In my final year I have used cognitive 
approaches (e.g.. Beck, Rush, Shaw & Emery, 1997; Wills & Sanders, 1997)), 
schema-focused therapy (Young, 1999), relapse prevention model of change addictive 
behaviours (e.g., Prochaska & DiClemente, 1984), motivational interviewing (e.g.. 
Miller & Rollnick, 1991). In my third year I have also integrated cognitive with 
psychodynamic.
Integrating different theoretical frameworks has not been an easy task, partly because 
in the literature, psychotherapy integration encounters serious obstacles (e.g., 
Neimeyer, 1993). There are different approaches to the integration of theoretical 
frameworks (e.g, Neimeyer, 1993) but their presentation is beyond the scope of this 
essay. Furthermore integration has different aspects, such as integration of 
psychotherapy approaches, integration of research with practice, integrating different 
psychotherapeutic modalities (e.g., Norcross, & Goldfried, 1992).
It is essential to have some kind of framework to guide integrative psychological 
therapy. I conceptualise integration as a movement beyond a common factors 
approach, to an end product that tmly incorporates the different concepts into a new 
approach. This includes the systematic merging of techniques from different theories
* The names and any other identifying information regarding the clients presented in this essay have 
been changed or omitted to preserve confidentiality.
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with research findings to a new approach that “encompasses sufficiently concrete 
dimensions to aid therapists’ decision making, and that displays broad integrity at a 
more abstract level” (Neimeyer, 1993, p. 151). Therefore, it is important to have a 
clear rationale behind integration and the choice of my interventions. I will attempt to 
clarify my rationale and end product through this paper. In particular I will present my 
approach to integration by looking at examples from my work with clients, from 
assessment, therapy, evaluation and the use of the therapeutic relationship. I will also 
look at cross-cultural issues and issues arising from working into a multi-professional 
team, as these issues are incorporated into my practice. However due to word 
limitations certain issues are addressed but not fully discussed.
Furthermore, it is important to mention that I have developed and changed both as a 
person and professional from the first year to date. In this paper I will attempt to show 
how my practice has changed accordingly. This is an interesting task, as gives me the 
opportunity to look back and reflect on the process of the development of my 
professional identity. For example, during my early attempts to apply the theoretical 
frameworks listed above I followed the rules and the techniques as close to the books 
and my supervisor’s advice as possible. As I gradually felt more confident I started to 
experiment with integrating the different theoretical frameworks, with a view to 
approach the needs of the client.
Assessment and formulation
Assessment and formulation aid in identifying the “major problems actually requiring 
attention so that both counsellor and client are clear about where help is and is not 
needed” (Palmer & McMahon, 1997, p.6).
Although as a counselling psychologist I need to cover certain areas in my 
assessment, the different theoretical frameworks clearly impact on the mode and 
parameters of assessment and the formulation of the client’s problems. The 
psychodynamic approach for example explores three main areas: the current life 
situation, the infantile object-relations as described by the client, and the present 
relationship with the practitioner, conceptualised as the beginning of a transference 
(Hinshelwood, 1991).
59
To illustrate this point I will briefly present a client fi'om my psychodynamic 
placement in my second year. In the assessment session Mr. A. presented with 
depression due to relationship difficulties. Mr. A. had a long-term partner with whom 
he had a little boy. Although Mr. A. had a well-paid job, he decided to change his 
career and did a course in photography. In his final year his partner became pregnant. 
Mr. A. experienced her as making a lot of demands on him to be successful in 
photography within a very short period of time and he felt that their relationship 
deteriorated after the birth of his son. He and his partner rarely argued before but 
started to row constantly during the last three years. During that time he developed 
another relationship but his new girlfriend found him too demanding and went off 
with another man. Mr. A. moved away from his partner, son and girlfriend to work as 
a photographer.
In the assessment Mr. A. described his mother as being very demanding and intrusive 
and his father as the “poor little thing” who was unable to resist to his wife’s requests. 
His mother was often angry as her way to control the family situation and both his 
father and Mr. A. had been feeling they needed to calm her dovm by complying with 
her demands. Working from a psychodynamic framework I assessed the client’s 
difficulties from the angle of primary important relationships and formulated that Mr. 
A. had introjected the ‘good’ father whom he perceived as unable to protect himself, 
and the ‘bad’ mother who is very demanding and intrusive (Segal, 1992). Having had 
this kind of early relationships he experienced his partner’s demands as 
overwhelming.
Although the psychodynamic perspective looks at infantile object relations, a 
cognitive approach assesses the client’s problems from a different angle. From a 
cognitive therapy framework, “at the beginning of therapy, the most useful 
conceptualisations can be made by asking the client for a specific, concrete, recent 
and severe example of the problem brought to therapy” (Wills & Sanders, 1997, p. 
34). The main aim here is to begin to consider the meaning the client gives to 
situations, known as the client’s negative automatic thoughts. Furthermore, schema- 
focused therapy (Young, 1999), a specific form of cognitive therapy, focuses on early 
maladaptive schemata and the ways they manifest themselves in current behaviours.
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To give an example, I saw Mr. Z. who was admitted to the inpatient drug addictions 
unit (rehabilitation ward) for cannabis addiction with the dual diagnosis of depression. 
Mr. Z. reported feelings of depression and low self-worth. Changes in his 
psychological state very much depended on (stressful) events and the way he 
interpreted these. Mr. Z. mentioned that he has no hope for the future and feels 
completely worthless. He reported that, feeling very negative about himself triggers 
his depression and then his depression sustains his feelings of failure. It seemed that 
Mr. Z. had longer-term problems with depression so I also assessed him for early 
maladaptive schemas with a view to apply some schema-focused interventions. It 
became apparent that Mr. Z.’s depression was very much linked to early maladaptive 
schemata such as the schema of failure. It appeared that being criticized repeatedly by 
parental figures as a child and teenager he developed a self-image as essentially 
unworthy. Present life circumstances (such as the break up with his girlfriend and 
loosing his job) triggered feelings of inadequacy, which further encouraged him to 
respond with increasing alertness to events that reconfirmed his self-image (schema 
maintenance behaviour. Young, 1999).
Mr. Z. gives me the opportunity to briefly discuss the issue of diagnosis. Diagnosis 
implies the use of a classification system (such as DSM-IV, ICD-10) as a guide to my 
assessment and formulation. DSM-IV however is written from a medical perspective 
and concentrates on the presenting symptoms. As a counselling psychologist however 
I adopt a more holistic approach, which takes into consideration the person and their 
life circumstances, the complexity of their problems, their personal characteristics 
(e.g., Goldfried, 2000) and their level of functioning (e.g., Beliak, Hurvich and 
Gedimen, 1973).
Diagnosis can be more than a label. When a diagnosis is given certain symptoms must 
exist. An accurate diagnosis therefore can guide the choice of my treatment plan. It 
can also serve as a benchmark against which I can measure effectiveness (Hohenshil,
1996). Without discarding completely the use of a classification system of assessment 
I need to be aware of its limitations and integrate it into my practice.
A final point that I would like to make is that assessment is part of the therapeutic 
process and therefore a therapeutic relationship begins to build (Palmer & McMahon,
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1997). Quite often if the client is ambivalent or distressed priority is given to building 
the relationship.
Process of therapy and evaluation of my practice
During my training I learned to ‘listen’ from multiple perspectives (Frederickson, 
1999). Depending on the approach I focused my attention on different factors. 
‘Listening’ from a humanistic perspective I was attentive to the way the client 
experienced themselves and I was looking for narratives that indicated self- 
consistency and congruence or incongruence of the self (e.g., IloTapidvoç 
[Potamianos, 1999]). When I was working from a psychodynamic point of view I 
learned to ‘listen’ for unconscious communications (e.g.. Smith, 1991), transferential 
issues (e.g., Kahn, 1997), the role of the unconscious in the client’s presenting 
problems and the defence mechanisms (e.g., Freud, 1948; Segal, 1992). Learning to 
‘listen’ from a cognitive framework, in addition, focused my attention on maladaptive 
thinking processes (Beck et al, 1979; Hawton et al, 1996), errors of thinking, and 
maladaptive schemata (Young, 1999).
As mentioned before, working integratively requires the careful choice of 
interventions from different theoretical frameworks and evidence from psychological 
or psychotherapy studies depending on the needs of the particular client. Integrating 
research with practice contributes to my understanding of the client and guides my 
treatment plan (McCullough, 2000). One issue that needs to be acknowledged here is 
that research findings are not necessarily, or not always easily translatable to 
appropriate interventions. This is related to the fact that “without an ongoing clinical 
base, it is all too easy to get caught up in research trends and fads that may have more 
to do with challenging our methodological acumen than with producing something 
that is useful to the practicing clinician” (Goldfried, 2000, p. 22). Therefore, operating 
from a scientist-practitioner framework implies that research has to be closely tied 
with practice both in the design of the studies and in the use of the research outcomes 
to aid my interventions.
The above point is illustrated on the presentation of Ms X., who I saw in my final year 
in the outpatient drug addictions clinic. Ms X. had been referred for cognitive therapy
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in order to address her negative thinking that could possibly trigger her relapse to 
heroin abuse. My treatment plan involved integrating cognitive therapy with relevant 
research as well as a number of psychodynamic concepts.
The rationale for the above decision involved considering a number of issues: First of 
all, although she had been abstinent for 18 months she was still in the maintenance 
stage (e.g., DiClemente and Prochaska 1998) as she was still talking about “addict 
thinking”. The therapy at the beginning took a more cognitive approach and focused 
on her “addict thinking”, the difficulties she was facing at this stage of change, and 
how she could overcome these in order to maintain a drug-free lifestyle. Furthermore 
the need to address her low self-esteem and issues related to her depression guided my 
decision to work from a cognitive framework.
As therapy progressed and our relationship deepened other underlying issues started 
to come to the surface. This shifted therapy to a more exploratory approach, which 
resulted in ceassing the diary keeping and our discussion regarding links between her 
negative thinking and feeling. Ms X. had long-term unresolved issues related to her 
adoption, her relationship with her parents, her siblings, and a lack of space to express 
any kind of feelings (e.g., Lifton, 1994), which I thought I needed to address from a 
psychodynamic framework. This involved encouraging her to reflect on feelings of 
loss and abandonment and other issues related to the fact that she had never met her 
biological parents.
Evaluating the effectiveness of my interventions takes place both in a session and at 
the end of my contract with the client. In both cases it is important to listen carefully 
to the client’s narratives, which show the appropriateness of my interventions or the 
effectiveness of therapy. The effectiveness of therapy very much depends on the goals 
of treatment and different psychotherapeutic schools define various goals in 
accordance with their theories (Schulte, 1995). It is important however not to focus 
solely on the way the different schools define effectiveness as this is more theory- 
driven rather than attending to client’s perception of what they gained from therapy. 
In addition quite often tests such as BDI or the GHQ are used to evaluate 
effectiveness of therapy. For example in my second year placement I was expected to 
administer the GHQ in the first and last session as a measurement of
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progress/effectiveness. Comparing pre and post-test results was one of the ways to 
reflect on the therapeutic progress.
Therapeutic relationship and the use of self
The therapeutic relationship represents a major integrative ingredient of 
psychotherapy approaches (Wolfe & Goldfried, 1988). Most therapists believe that its 
quality is one of the most important factors that determine the success of the therapy 
(e.g., Rogers, 1957; Greenson, 1965). Theories of the therapeutic relationship have 
been developed since Freud (Horvath, 2000). The term ‘psychodynamic’ “indicates a 
therapist who is interested in understanding unconscious forces and who is prepared 
to use the therapeutic relationship to investigate them” (Pearson, 1995, p. 37). Central 
in dynamic therapy is the use of the transferential relationship as a means in the 
process of gaining insight. In relation to the therapeutic practice transference must be 
distinguished from non-transference before an interpretation is made.
However there has been relatively little discussion in the analytic literature of the 
place of the ‘real’ (i.e. non-transference) relationship (Handley, 1995). Furthermore 
Langs (1981) perceives as dangerous the tendency to focus almost exclusively on the 
transference and that sometimes it may serve as a defence for the analyst. Thus the 
use of the therapeutic relationship is more in line with some less orthodox approaches 
both within (e.g., Kahn, 1997) and without (Clarkson, 1995) psychodynamic 
frameworks. However the review of the history of the construct is beyond the scope 
of this paper. Since this essay is about my practice I will attempt to show how I 
increasingly used and valued the importance of the therapeutic relationship.
When I first started to use transference interpretations I was not confident about 
differentiating between transference and non-transference material. In my second year 
psychodynamic placement, although I was increasingly valuing the use of 
transference interpretations, I found it difficult to make a transference interpretation.
To be more specific I would like to present one incident with Mr. A (introduced in the 
‘assessment and formulation’ section). When Mr. A. asked to be referred for 
psychological therapy sessions, the GP agreed but then forgot to refer him. So he
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contacted the surgery again seeking appointment. My supervisor saw Mr. A. on one 
occasion and referred him to me. In the first session with me he repeatedly mentioned 
that he feels people let him dovm and that he does not feel he can talk to his friends 
anymore. I was thinking throughout the session that people around him let him dovm 
lately, including the GP and my supervisor and that he may be afraid that I will let 
him dovm as well. I was wondering whether I should make an interpretation but as I 
was not confident and it was the first session I chose not to say anything. Discussing 
this in supervision, I concluded that it would have been useful for the development of 
our relationship to make such an intervention.
To illustrate how such an interpretation could help I will present one occasion with 
Ms X (discussed in the ‘process of therapy and evaluation of my practice’ section). In 
the first session she reported that she was adopted and had a difficult relationship with 
her mother and father. She said that she felt different because of her darker skin 
compared to her parents and sister and also because she thought that her mother 
preferred her sister. Then she told me that she had difficulty forming a relationship 
with a woman and she linked this with her difficult relationship with her mother. I 
was thinking whether she is uncertain about building a relationship with me and I 
chose to make this interpretation to her. She responded to my intervention saying that 
she is afraid of how she will be able to relate to me but at the same time part of her 
was quite positive thinking that if she were able to develop a good relationship with 
me this would indirectly address her difficulty to form relationships with women.
One issue that comes to my mind here is the concept of the internal supervisor 
(Casement, 1985). “The shift from an initial dependence upon the external supervisor, 
via the internalised supervisor, to a more autonomous internal supervision is a slow 
process” (Casement, 1985, p. 49). Having had more experience and confidence about 
my practice when I saw Ms X. I was able to make a transference interpretation, which 
proved to be quite positive for the development of our relationship.
Having made such an interpretation involved acknowledging the interactional aspect 
of the relationship (Casement, 1985). As Orcbach & Eichenbaum (1995) suggest 
attention is placed on the here-and-now intersubjective experience between the 
therapist and the client in such a way that the practitioner is using oneself to create
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meaning in the interaction. The co-participation in a relationship is an idea that 
gradually matured in my practice and has become one of my values and strong 
beliefs.
In fact, making transference interpretations is not the only way one can use the 
relationship for therapeutic purposes. Clarkson (1995) has identified 5 relationships: 
the working alliance, the transference-countertransference, the developmentally 
needed or reparative relationship, the person-to-person, or real relationship, and the 
transpersonal relationship. Moving from the concept of the transference- 
countertransference to the classification of 5 different relationships implies that the 
therapeutic relationship can be used by different theoretical frameworks so that the 
relationship and the use of self can be an integration element (Horvath, 2000). Indeed 
in my cognitive therapy/ integrative placement I consciously used and believed in the 
therapeutic relationship as a means to produce change.
I will briefly present Ms B. to clarify the use of a relationship, which is not 
transferential. Ms B. suffered from a severe spider phobia. Research suggested that a 
straightforward systematic desensitisation produces very fast results in overcoming 
any animal phobia (e.g., Marks, 1987). Such an approach requires the development of 
a working alliance with the client. I was unable to follow a straightforward graded 
exposure approach because every time when she was terrified she panicked and left 
the room. I adjusted my approach with her personal characteristics, placed a lot of 
emphasis on our relationship and explored her thoughts and feelings about the 
exposure to the spider. In such a way I responded to her “reparatively-needed 
therapeutic requirements” (Clarkson, 1995, p. 119), before we were able to progress 
to our exposure plans. This example also emphasizes the importance to translate the 
research findings to every individual client, considering the factors that complicate the 
presenting problems of every individual.
Cultural factors and the concept of difference in therapy
There has been an increasing concern as to whether the mainstream psychological 
services are appropriate for ethnic minority client groups. Furthermore the 
applicability of the existing theories of psychology and psychotherapy that emerged
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from a Euro-American society has been seriously questioned (Sue, Carter, Casas, 
Fouad, Ivey, Jensen, LaFromboise, Manese, Ponterotto, Vasquez-Nutall, 1998). A 
number of researchers-practitioners have highlighted the need to incorporate cultural 
issues in counselling people from different ethnic origins, (e.g., Pedersen, Draguns, 
Lonner, Trimble, 1996; d’ Ardenne & Mahtani, 1989). The question arises as to what 
issues should we take into consideration and who is competent to work with 
multicultural clients.
There has been a debate as to whether the mainstream counselling psychology and 
psychotherapy need to incorporate specific techniques in counselling ethnic minority 
populations. On the one hand Patterson (1996) argues that “the emphasis on 
techniques has overshadowed attention to the nature of the relationship between the 
counsellor and the client” (p. 229). By contrast a number of writers have attempted to 
conceptualise multicultural competence and offer guidelines that need to be taken into 
consideration when practitioners work with clients from other ethnic origins 
compared to their own. For example, Sue, Arredondo, & McDavies, 1992) proposed a 
conceptual framework of cross-cultural competencies and standards. In my view 
integration also means integrating the issue of difference with my practice, taking into 
consideration the relevant literature in terms of what and how to integrate.
Coming from a different culture myself I have always been extremely sensitive to the 
issue of culture as well as the concept of difference in general. Taking into 
consideration both my research and my clinical experience I came to the conclusion 
that it is difficult to set very specific rules with multicultural populations. Furthermore 
I have realized the importance to be aware of my own value system and assumptions 
about other cultures. What is important is that I need to be aware of the difference and 
integrate it into my interventions, or adopt the therapeutic techniques when it is 
appropriate. For example, I may decide to bring the issue of racism in the therapeutic 
relationship with a black client or even make a transference interpretation if by 
listening to their narratives I have strong evidence that this is an issue for them.
Furthermore, I have found that the difference is not always visible and is not always 
related to cultural issues. For example, this year I offer psychological therapy to 
clients with addiction problems. The issue of difference has arisen quite often from
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them when they were asking me if I have ever used any illicit drugs. I usually say that 
I have not, and then explore whether the fact that we come from different worlds 
makes them feel that I will not be able to understand them. Furthermore, being aware 
of the difference helps my attempts to see things from their point of view. This also, 
for me is about integration, as it encourages me to be attentive and to invite them to 
reflect and explore this difference.
Working as part of a team
Working as part of a team my role is not limited to offering psychological therapy to 
the clients. Rather, part of my role is to manage the relationships with the other team 
members, protect my role when problems arise and consider the implications of the 
setting for the therapeutic relationship and the process of therapy with the client. 
Particularly in my final year placement in the addictions unit, I faced a number of 
different problems that have been described in the journal articles (e.g.. Gamer & 
Orelove, 1994) as problems that arise in multidisciplinary teams and made me realize 
that the role of a counselling psychologist goes beyond solely applying 
psychotherapeutic interventions.
For example, differences in the values and philosophy held by professional staff can 
make it difficult for the staff to work together. This is a special problem where the 
values of the professionals are not explicit or clear to those who have to work 
together. Furthermore some professional staff view themselves as having a 
consultancy role (e.g., psychologist), and do not expect to carry a caseload like a 
generic mental health worker (e.g., Anciano & Kirkpatrick, 1990). This may lead to 
conflicts and tensions resulting from a lack of understanding and bad communication 
among the team members. Furthermore differences in people’s personalities may also 
affect the team relationships.
Confidentiality can also be an issue in teams. I always say to my clients that 
confidentiality has to be maintained within the team and this could affect what they 
decide to bring in therapy or can complicate or slow dovm the development of the 
alliance. Sometimes I need to be extra sensitive to these issues and explicitly address 
these in the session.
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These problems quite often require boundaries and a clear idea about my role. 
Furthermore it is important to take into consideration how the setting where I work 
affects my treatment plan and adopt my practice accordingly. Guidance and support 
from supervision are invaluable in terms of helping me to deal with the complexity of 
a team and the issues that may arise in the therapy with a client.
Conclusion
It is becoming increasingly clear to me that as a counselling psychologist I need to 
take a number of issues into consideration and think carefully to what extent they 
affect the process of therapy, the therapeutic relationship, and whether I need to adopt 
one rather than another therapeutic technique with a particular client. Learning to 
consider all these factors in my practice is an important process, which also involves 
the use of the therapeutic relationship as a means to produce change.
Implicit in the counselling psychology practice is the concept of integration. Although 
there is a lot of uncertainty in the literature as to what integration is and how we can 
achieve it I am starting to develop my own approach to integration and I hope that this 
has been reflected in this paper. I see integrative psychological therapy as taking place 
in different levels, such as integrating different psychotherapy schools or integrating 
research with practice in a reciprocal way. I perceive these concepts as part of a 
counselling psychologist’s identity. Since counselling psychology is a relatively new 
discipline (at least in Britain) there is still a lot of room for development of the field. 
Finally I strongly believe that the capacity to maintain diversity within the discipline 
is paramount for the future of counselling psychology.
69
References
Anciano, D., & Kirkpatrick, A. (1990). CMHTs and clinical psychology: The death of 
a profession. Clinical Psychology Forum, 9-12.
American Psychiatric Association. (1994). Diagnostic and statistical manual o f 
mental disorders (4* ed.). Washington, DC: Author.
Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive Therapy o f  
Depression. New York: Guilford Press.
Beliak, L., Hurvich, M. & Gedimen, H. K. (1973). Ego Functions in Schizophrenics, 
Neurotics, and Normals: A Systematic Study o f Conceptual Diagnostic and 
Therapeutic Aspects. New York: John Wiley and Sons.
Casement, P. (1985). On learning from the patient. London: Routledge.
Clarkson, P. (1995). The Therapeutic Relationship. London: Whurr Publishers.
d’ Ardenne, P. & Mahtani, A. (1989). Transcultural Counselling in Action. London: 
Sage Publications.
Diclemente, C. C., & Prochaska, J. O. (1998). Toward a comprehensive 
transtheoretical model of change. Stages of change and addictive behaviours. In W. R. 
Miller and N. Heather (Eds.). Treating Addictive Behaviours. New York: Plenum 
Press.
Frederickson, J. (1999). Psychodynamic Psychotherapy. Learning to Listen from  
Multiple Perspectives. London: Brunner Mazel.
Freud, A. (1948). The Ego and the Mechanisms o f Defence. London: Hogarth Press 
(Original work published 1936).
70
Gamer, H. G., & Orelove, F. P. (1994). Teamwork in human services. Models and 
applications across the lifespan. Newton, MA: Butterworth - Heinemann.
Goldffied, M. R. (2000). Reflections of a scientist-practitioner. In S. Soldz & L. 
McCullough Reconciling empirical Knowledge and Clinical Experience. The Art and 
Science o f  Psychotherapy. Washington DC: American Psychological Association.
Greenson, R. R. (1965). The working alliance and the transference neuroses. 
Psychoanalysis Quarterly, 3^, 155-181.
Handley, N. (1995). The concept of transference: A critique. British Journal o f  
Psychotherapy, 12(1). 49-59.
Hawton, K., Salkovskis, P. M., Kirk, J., & Clark, D. (Eds.). (1996). Cognitive 
Behaviour Therapy for Psychiatric Problems. Oxford: Oxford University Press.
Hinshelwood, R. D. (1991). Psychodynamic formulation in assessment for 
T^ sychoiÙiQXdipy. British Journal o f Psychotherapy, 8(2), 166-174.
Hohenshil, T. H. (1996). Editorial: Role of Assessment and diagnosis in counselling. 
Journal o f Counselling & Development, 75, 64-67.
Horvath, A. O. (2000). The therapeutic relationship: From transference to alliance. 
JCLP, 56(2), 163-173.
Jacobs, M. (1995). D. W. Winnicott. London: Sage.
Kahn, M. (1997). Between Therapist and Client. The new Relationship. New York: 
Freeman & Company.
Langs, R. (1981). Nontransference. In R. Langs Classics in Psychoanalytic 
Technique. New York: Jason Aronson.
71
Lifton, B. J. (1994). Journey o f  the adopted self: a new quest for wholeness. New 
York: Basic Books.
Mann, J. (1973). Time-Limited Psychotherapy. London: Harvard University Press.
Marks, I. M. (1987). Living with fear; Understanding and coping with anxiety. New 
York: McGraw Hill.
McCullough, L. (2000). Cross-pollination of research and practice: the honeybee, the 
unicorn, and the search for meaning. In S. Soldz & L. McCullough Reconciling 
empirical Knowledge and Clinical Experience. The Art and Science o f Psychotherapy. 
Washington DC: American Psychological Association.
Meams, D., & Thome, B. (1992). Person-Centred Counselling in Action. London: 
Sage.
Miller, W. R., & Rollnick, S. (1991). Motivational Interviewing. Preparing People to 
Change Addictive Behaviour. New York: The Guilford Press.
Neimeyer, R. A. (1993). Constmctivism and the problem of psychotherapy 
intQgxstion. Journal o f  Psychotherapy Integration, 3(2), 133-157.
Norcross, J. C., & Goldfried, M. R. (Eds.). (1992). Handbook o f  Psychotherapy 
Integration. New York: Basic Books.
Orbach, S. & Eichenbaum, L. (1995). From objects to subjects. British Journal o f  
Psychotherapy, 12(1), 89-97.
Palmer, S. & McMahon, G. (1997). Client Assessment. London: Sage.
Patterson, C. H. (1996). Multicultural counselling: from diversity to universality. 
Journal o f Counselling & Development, 74, 227-231.
72
Pearson, M. (1995). Problems with transference interpretations in short-term dynamic 
XhexsiTpy. British Journal o f  Psychotherapy, 12(1), 37-48.
Pedersen, P. B., Draguns, J. G., Lonner, W. J., & Trimble, J. E. (Eds.) Counselling 
Across Cultures. Thousand Oaks: Sage.
Prochaska, J. O., DiClemente, C. C. (1984). The Transtheoretical Approach: 
Crossing Traditional Boundaries o f  Change. Homewood, IE: Dorsey Press.
Rogers, C. R. (1957). The necessary and sufficient conditions of therapeutic 
personality change. Journal o f  Consulting Psychology, 21, 95-103.
Rogers, C.R. (1961). On Becoming a Person. Boston: Houghton Mifflin. 1
Schulte, D. (1995). How treatment success should be assessed. Psychotherapy 
Research, 5(4), 281-296.
Segal, J. (1992). Melanie Klein. London: Sage.
Smith, D. L. (1991). Hidden Conversations. An Introduction to Communicative 
Psychoanalysis. London: Tavistock/Routledge.
Soldz S., & McCullough L. (2000). Introduction. In S. Soldz, & L. McCullough 
(Eds.). Reconciling Empirical Knowledge and Clinical Experience. The Art and 
Science o f Psychotherapy. Washington DC: American Psychological Association.
Sue, D. W., Arredondo, P., McDavis, J. (1992). Multicultural counselling 
competencies and standards: A call to the profession. Journal o f  Counselling & 
Development, 70, 477-486.
Sue, D. W., Carter, R. T., Casas, J. M., Fouad, N. A., Ivey, A. E., Jensen, M., 
LaFromboise, T., Manese, J. E., Ponterotto, J. G., Vasquez-Nutall, E. (1998). 
Multicultural Counselling Competencies. Individual and Organizational 
Development. Thousand Oaks: Sage.
73
Szasz, T. (1981). The concept of transference. In R. Langs Classics in Psychoanalytic 
Technique. New York: Jason Aronson. (Reprinted from International Journal o f  
Psycho-Analysis, 44, 432-443, 1963).
Wolfe, B. E., & Goldfried, M. R. (1988). Research on psychotherapy integration: 
Recommendations and conclusions from an NIMH workshop . Journal o f  Consulting 
and Clinical psychology, 56, 448-451.
World Health Organization. (1992). The ICD-IO Classification o f  mental and 
behavioural disorders. Geneva: Author.
Wills, F. & Sanders, D. (1997). Cognitive Therapy. Transforming the Image.
Young, J. E. (1999). Cognitive Therapy for Personality Disorders: A Schema- 
Focused Approach. Sarasota Florida: Professional Resource Press.
Hoxapidvoç F. A. [Potamianos, G. A.] (1999). Oscoplsg TrpoacbmKorrjrag Kai xhviKq  
TtpaKTiKq [Theories of personality and clinical practice]. AGpva E^A.r|viKd Fpdppaxa.
74
Research Dossier
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Research Dossier
This dossier contains three research reports, one from each year of the PsychD course. 
The first report compared the position statements of a number of Professional 
Organizations on the phenomenon of recovered/false memories. The report reviewed 
the area and, using a devised set of criteria, addressed the positives and limitations of 
the position statements. The report also explored the implications for the clients and 
the practitioners in relation to the position statements and the phenomenon of 
recovered/false memories. The second and final research projects constitute a single 
research programme, which investigated multicultural sensitivity issues in therapeutic 
practice. The second year research project was concerned with the exploration of 
professional opinions and personal experiences of therapists in relation to issues that 
may arise in therapy Avith multicultural clients. The final year research project built on 
these findings to develop a questionnaire, which measures multicultural sensitivity. 
Implications for the construct of multicultural sensitivity in relation to counselling 
psychology practice and training courses are discussed.
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Professional perspectives on recovered memories 
Abstract
The present review compared the reports of the major professional organisations on 
the phenomenon of recovered memories. The criteria for reviewing them are: the 
inclusion of the definitions of the concepts mentioned, the critical analysis of the 
relevant literature, and the incorporation of specific guidelines for practice, research 
and training programmes. The comparison revealed that the terms included in the 
reports have not always been defined. The research has not been satisfactorily 
reviewed. Specific recommendations have not always been stated. Implications for 
practice and research are discussed.
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Introduction
“The nature and reliability of traumatic memories have been controversial issues in 
psychiatry for over a century” (van der Kolk and Fisler, 1996, p. 352). More recently 
there has been considerable debate regarding practitioners who insist on the 
importance of recovering traumatic memories of abuse even in cases of complete 
amnesia of the traumatic event (Poole, Lindsay, Memon, & Bull, 1995). The terms 
‘False Memory Syndrome’ (FMS) or ‘Recovered Memories’ of child sexual abuse 
have been used to describe memories of incidents of sexual abuse that have been 
repressed for many years and recovered during or after the course of psychotherapy 
(Gudjonsson, 1997a). The term ‘false memories’ however has more negative 
connotations as it implies that the memories do not represent real events.
Professionals have responded to the recovered memories controversy by producing 
policy statements (American Psychiatric Association, 1993; American Medical 
Association, 1994; Australian Psychological Society, 1995; British Psychological 
Society, 1995; American Psychological Association, 1995; Canadian Psychiatric 
Association, 1996; Royal College of Psychiatrists, 1998). The content of these reports 
reflects the stance of the Professional Organizations. The statements also reveal 
whether the different bodies have covered all aspects of the debate satisfactorily, as 
well as the extent to which they protect both the clients and the professionals. Taking 
into consideration the implications that the recovery of these memories have for the 
clients, their families and the professionals it follows that the statements from the 
different Professional Organisations have to be well thought-out and carefully written.
Since the subject of recovered/false memories is so controversial and since the 
statements from the different Professional Organizations constitute guidelines for the 
clinical and research work of licensed practitioners, it is considered important to 
critically compare the different statements. This review will also attempt to discuss 
their differences, if any, and offer some suggestions for possible future revisions of 
the reports.
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The recovered memories debate
No other topic in psychology has been more debated in the 1990s than recovered/false 
memories. Not only the professional organizations but also the general public 
acquired knowledge of the debate. Lawsuits involving alleged perpetrators of 
childhood sexual abuse or incompetent therapists have monopolised national 
headlines, TV shows, and radio programmes in the States. Furthermore a number of 
books have been published on that topic. (Yapko, 1997).
Recovered memories is a multifaceted problem. An attempt will be made to present 
the different sides (and aspects of it) before reviewing the statements of the 
Professional Bodies. At the heart of the debate is a view of the base rates of childhood 
sexual abuse. Surveys of childhood sexual abuse have claimed variable estimates of 
its prevalence. It has been pointed out in the literature that one of the reasons for this 
variation is the diversity in the definitions of sexual abuse (Stinson & Hendrick, 
1992). Wyatt (1985) for example reported that 53 percent of women have been 
victims of non-contact abuse in comparison to 12 percent of women who had been 
victims of abuse involving only sexual intercourse. Similarly, Russell (1988) 
mentioned that with a broad definition of sexual abuse 48 percent of the sample 
reported abuse before the age of 14 years. However when sexual abuse was defined as 
actual or attempted physical contact by a relative the percentage dropped to 
twelvepercent. It must be noted however that it is probably difficult to estimate the 
actual figures of childhood sexual abuse because it is such a taboo topic.
Existing evidence indicates a link between childhood sexual abuse and 
psychopathology in adulthood (e.g.. Cole & Putman, 1992; Nash, Hulsey, Sexton, 
Harralson, & Lambert, 1993a). The supporters of recovered memories argue that the 
prevalence of childhood sexual abuse is higher than we think and that clients who 
present a wide variety of psychological problems in adulthood have probably been 
abused in the past implying that a high proportion of our clients have been sexually 
abused even when they do not remember it (e.g., Bass & Davis, 1988). They also 
believe that clients need to recover these memories as an important part of their 
treatment. Practitioners whose work emphasises the importance of recovering
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memories of childhood trauma use various forms of memory w^ork in psychotherapy,’ 
such as hypnosis, guided imagery and others (Lindsay & Read, 1994).
Feminist writers point out that gender and the historical context of sexual abuse are 
crucial to the understanding of the recovered memories. In particular feminist authors 
suggest that
...it is girls and women who overwhelmingly (though not exclusively) narrate 
recovered memories of abuse that overwhelmingly (though not exclusively) 
involve male perpetrators. A clever sleight of words removes the apparent 
sexism of the axiom that women’s claims of abuse are false unless proven 
otherwise: it is not girls and women but rather memory itself that is probably 
lying due to inherent defects, derangements, and abnormalities.... (Pope, 
1996, p. 124).
From a feminist point of view Hovdestad & Kristiansen (1996) argue that that 
memory is multimodal with an explicit processing system and an implicit one that 
operates beyond any conscious awareness. Traumatic events are stored in the implicit 
memory and can be retrieved into consciousness. Hovdestad & Kristiansen (1996) 
offer neuropsychological evidence to support their argument that “the dissociation of 
explicit and implicit memory can also occur in response to psychological trauma, as a 
functional rather than organic amnesia” (Hovdestad and Kristiansen, 1996, p. 35).
On the contrary, some memory researchers and a number of practitioners concluded 
that research in human memory does not support the reality of recovered memories 
and that it is possible for a therapist or a self-help book to implant false memories to 
people (e.g., Loftus & Ketcham, 1996; Lindsay & Read, 1994). At the same time 
scientists who believe that these memories are false are aware of the extent that 
memory can be suggestible especially by a trusted person, such as a psychotherapist 
(e.g., Toglia, Ross, & Ceci, 1992). Researchers have also emphasised that repetition 
of the suggestions (e.g., Zaragoza, & Lane, 1994) as well as the malpractice of some 
therapeutic techniques such as hypnosis (e.g., Yapko, 1994) can lead clients to believe 
ideas that are untrue. There is not enough evidence to support the view that traumatic 
memories will be remembered by the body even if the mind forgets (Smith, 1995).
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Brandon, Boakes, Glaser, and Green (1998) argue that the link between clinical 
accounts of trauma and neurobiology of memory have not been demonstrated.
Surveys in Britain and in America have researched the views of licensed practitioners 
concerning the issue of recovered memories and examined the number of clients that 
recovered memories during therapy with them. Pope & Tabachnick (1995) reported 
that the phenomenon of clients recovering abuse was quite common among therapists 
(73%) in America. Although a small percentage of these therapists indicated that at 
least one client had created a false memory, half of them believed in the authenticity 
of the clients’ memories and found external validation that the abuse had occurred. 
Also some of these therapists suggested that at least one of the clients realised later 
that her/his memory has been false and some therapists mentioned that at least one of 
their clients filed a civil or criminal complaint against the offender (Pope & 
Tabachnick, 1995). Although it is significant to know that a majority of therapists 
encountered the phenomenon of recovered memories, the authors suggest that 
generalizability should be done with extreme caution.
Poole, Lindsay, Memon & Bull (1995) compared the US and British licensed 
practitioners’ opinions and experiences. They compared licensed doctoral-level 
psychotherapists from ‘National Register of Health Service Providers in Psychology’ 
and British psychologists from the ‘Register of Chartered Clinical Psychologists’. 
They found that the US and the British psychologists were highly similar on most of 
the measures.
In particular, they reported that some practitioners believe they can identify clients 
who were sexually abused as children despite the persons’ denial of the abuse history. 
They also found that some psychologists use a variety of interventions to help the 
clients recover the incidents of abuse and that such clinicians are successful in their 
attempts. The researchers suggested that recovering memories of abuse can have 
serious implications for some clients who decide to terminate their relationship with 
their parents or pursue further action. However Poole et al (1995) mentioned that only 
a small percentage of the licensed practitioners indicated a strong focus on helping 
clients to recover memories of childhood sexual abuse. Further the participants in this
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study showed a general apprehension about the dangers of suggestibility in retrieving 
memories that are not true.
The members of the British Psychological Society’s Working Party on Recovered 
Memories explored the experiences and beliefs of BPS practitioners (Andrews, 
Morton, Bekerian, Brewin, Davies & Mollon, 1995). Over half of the practitioners 
who have seen clients reporting childhood sexual abuse had also had clients who 
recovered memories of abuse either in therapy with them, or with another therapist, or 
prior to any therapy. However, the proportion of psychologists who had seen at least 
one client who recovered memories of abuse was much lower than in the survey 
conducted by Poole et al (1995). Psychologists who had clients who recovered 
memories prior to any therapy or with another therapist were also more likely to have 
had clients recovering memories while in therapy with them. Although the authors 
acknowledged the limitations of this survey they suggested that it is possible that for 
these clients the process of recovering had already started before therapy.
The majority of the psychologists who participated in this survey believed that false 
memories were possible, but they also accepted the likelihood that some of the 
retrieved memories were accurate. Having a client who had recovered memory and 
experiencing a client recover a memory were associated with the belief that recovered 
memories can sometimes be accurate.
These surveys are not without limitations. Researchers mostly challenge the 
generalizability of the results and the representativeness of their samples as they 
report that there is a possibility that practitioners with clients recovering memories in 
any context were more likely to return the questionnaires. Although the researchers 
took account of the drawbacks of these surveys and emphasised the need for 
replication and fiirther research in the area, the findings of these initial studies suggest 
that a significant number of licensed therapists have encountered at least one patient 
who had recovered memories of childhood sexual abuse either during therapy or in 
another context.
While practitioners come across clients who recovered memories of childhood abuse, 
the accused families have formed themselves into societies to proclaim their
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innocence, promote the awareness of the issues involved and encourage further 
research on the topic. More than 18000 families have sought information since 1992 
from the False Memory Syndrome Foundation in the States [where the population is 
265,284,000 (Whitaker’s Almanack, 1998)]. Nearly 900 families requested advice 
from the British False Memory society since 1993 (Brandon, Boakes, Green, 1998) 
[where the population is 58,606,000 (Whitaker’s Almanack, 1998)].
Under these circumstances the American Psychiatric Association (1993), the 
American Medical Association (1994), the British Psychological Society (1995), the 
Australian Psychological Society (1995), the Canadian Psychiatric Association (1996) 
and the Royal College of Psychiatrists (1998) produced reports in which they 
described the nature of the controversy, presented experimental evidence on human 
memory or trauma, linked the studies with clinical work and finally aimed at 
providing their members with guidelines for practice.
Criteria for reviewing the position statements
As there is no published framework for comparing the reports a number of criteria 
have been devised. The criteria have been chosen because they reflect the different 
aspects of the controversy, which need to be represented in a statement from a 
Professional Organization. Furthermore, certain criteria have been selected to make 
sure that the reports have considered the wider implications of this phenomenon for 
the clients and the professionals.
1. Consideration o f  the issues relevant to the recovered memories controversy
This criterion reflects the need to consider the broader perspective of the controversy 
and the importance of adequately defining the terms used. Consequently both the 
practitioners and clients who read the report should be clear about the meanings of the 
words used and the issues involved. The definitional variance of a concept should be 
introduced and the agreed definition for the report should be explicitly stated. For 
example, the variation of definitions of childhood sexual abuse (Briere, 1992) and its 
implications for the relevant research and the recovered memories controversy should 
be discussed.
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2. Critical evaluation o f  research in memory, forgetting, and amnesia
Although the purpose of a position statement is not to review extensively the existing 
literature, the controversy involved in the phenomenon of recovered/false memories 
should be presented through the critical analysis of the literature. In particular, the 
position statements are going to be compared in terms of including or not including 
evidence on infantile amnesia, children’s memory, dissociative amnesia, repression, 
trauma and memory, memory as a system and its accuracy under varying conditions, 
neurological evidence, and the effects of suggestibility. Methodological problems of 
the studies and the generalisation of the results should be taken into consideration in 
the discussion of the findings.
3. Guidelines
Taking into consideration the critical analysis of the existing literature a report should 
provide specific guidelines for:
Practice. Operating from a scientist-practitioner framework, guidelines for the 
treatment plans, interventions and the therapeutic relationship should be embedded in 
the findings of the studies on the recovered /false memory debate, on human memory, 
on trauma, on the effects of suggestibility, or any other relevant studies. Because of 
the complexity of the phenomenon advice should be offered on the legal/forensic 
issues implicated, i.e, under what circumstances, if any, the practitioner should be 
involved in court decisions related to recovered/false memories. The report should 
also include suggestions about the attitude that the professional must hold in relation 
to the client’s family. Instructions should reflect the position of the Professional 
Organisation but at the same time allow space for individual judgements.
Research. According to Yapko (1997), the “only truly ecologically valid study that 
could satisfy extremists on both sides of the controversy is an experiment that can 
never and should never be done” (p. 26). However research should always be 
encouraged as it advances knowledge on the subject. Methodological problems should 
be addressed and ideas for the design of future studies should be suggested. Future 
research must include all types of studies, that is, qualitative research, laboratory
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research, clinically-based research, and surveys. Ethical issues relevant to the research 
on the phenomenon of recovered/false memories should be considered.
Trainees/ training programmes. The reports must provide specific guidelines for the 
accredited training programmes. Because of the nature of the problem it is considered 
essential to include lectures/w'orkshops about human memory and trauma, as well as 
the ethical and legal issues involved in the recovered/false memory debate in all 
accredited postgraduate psychotherapeutic programmes.
Review of the reports
For the purpose of this review only the statements from the major professional 
societies that represent clinical practitioners will be included. In particular, reports 
from the American Psychiatric Association (1993), American Medical Association 
((1994), Australian Psychological Society (1995), British Psychological Society 
(1995), American Psychological Association (1995), Canadian Psychiatric 
Association (1996), and Royal College of Psychiatrists (1998) are going to be 
included in this review. Because of their position, the professional bodies have a 
responsibility to guide their members, maintain the integrity of the profession, and 
educate the general public. Statements from other organisations will be excluded from 
this review because they vdll affect the homogeneity of the sample and therefore will 
make the comparison among them impossible. For example, the advisory report 
issued in October 1997 by the Netherlands Ministry of Justice will be left out of this 
review because the Ministry of Justice is not a professional organisation and therefore 
has different motives and aims in producing a report on recovered memories. The 
position statements will be compared based on the criteria listed in the previous 
section. A summary of the results obtained comparing the statements is presented in 
Table 1.
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Table 1
Summary o f  the comparison o f  the position statements
A P A l AMA APS APA 2 BPS CPA RCP
Relevant issues
Definitions PC PC PC PC PC c
Definitional Variance
— — — PC c PC c
Research
Infantile amnesia. PC c PC c
Children memory _ c c c
Dissociative Amnesia c c c c
Implicit explicit c _ c c c
Repression PC c c c c
Trauma memory c PC c c c
Memory c _ c c c PC c
Neuropsychology _ _ c
Suggestibility c c c c c c
Guidelines
Treatment plans c PC c c PC c
Interventions c PC c c PC c c
Relationship c _ c c PC PC
Legal issues c PC c c
Family o f client c c c c
Ideas research PC c PC
Suggestions research c c
Training
- -
c PC
— —
Note. APA 1: American Psychiatric Association; AMA: American Medical 
Association; APS: Australian Psychological Society; APA 2: American Psychological 
Association; BPS: British Psychological Society; CPA: Canadian Psychiatric 
Association; RCP: Royal College of Psychiatrists. PC: the topic has been partly 
covered (see text for details); C: the topic has been covered; the dash means that the 
criterion has not been met.
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Consideration o f issues relevant to the recovered memories controversy
The statement from the American Psychiatric Association (1993) initially expresses 
the authors’ concern about the implications has for the clients and the professionals 
the presentation of false memory cases by the media. The authors discuss the 
consequences of the abuse for children and adolescents, offer some demographic 
information about who the abusers are, and propose that children/adolescents can use 
a variety of coping mechanisms, such as lack of conscious awareness, to deal with the 
experience. Further, they mention that it is not known how to distinguish true from 
false memories. However no definitions have been offered to describe the 
recovered/false memory debate or sexual abuse.
The American Medical Association (1994) report begins with a short discussion of the 
debate and a definition of ‘repressed’ or ‘recovered’ memories. No other definitions 
of terms are offered leaving the reader to wonder what terms such as ‘amytal’ or ‘age 
regression’ mean. Although both the American Psychiatric Association (1993) and the 
American Medical Association (1994) reports present the controversy of 
recovered/false memories and both assume a similar position on the subject they are 
very different from each other as they focus on different aspects of the problem.
In particular it looks as if the American Medical Association (1994) report placed 
more emphasis on the implications for society instead of reviewing the existing 
literature on human memory and trauma in order to give an account of the different 
explanations that exist. The controversy of recovered memories has been presented 
briefly at the beginning of this report but no psychological explanations are given. 
Perhaps this is partly related to the cultural context in which this report has been 
produced. In particular since the late 1970s and early 1980s there was a growing 
sensitivity among many mental health care providers towards childhood sexual abuse 
in response to the denial, minimalization, and victim-blaming that existed until then 
(Lindsay, 1996).
Unlike all other reports, the report published by the Australian Psychological Society 
(1995) also includes the code of professional conduct. Issues involving the 
psychologists’ responsibility for their decisions, the importance of placing the welfare
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of the profession over the psychologists’ self-interest, and the need to be competent in 
one’s area of expertise are very clearly explained. Unlike other reports this one does 
not include definitions of the terms used, such as recovered /false memories.
The British Psychological Society (1995) report includes definitions of recovered 
memories and sexual abuse in the introduction to the statement. Unlike all other 
reports, it contains the results of the questionnaire study of psychologists’ beliefs in 
Britain. Furthermore in comparison to other reports, which are very cautious about 
recovered memories, the British Psychological Society (1995) report seems to be 
more accepting of the likelihood that recovered memories may reflect real events.
In the American Psychological Association (1995) report the controversy of 
recovered/false memories is presented and dimensions of it are extensively discussed. 
Although the possibility of forgetting memories of sexual abuse is not excluded, it is 
suggested that it is equally or even more likely to create false memories.
The Canadian Psychiatric Association (1996) report starts with the definitional 
problem of sexual abuse and discusses the abuse as a risk factor for 
psychopathological disorders. However no other definitions are given apart from 
sexual abuse. The authors of this report specify that this statement is about survivors 
of childhood sexual abuse who retrieved their memories in the course of recovered 
memory therapy and express their concem about incompetent therapists.
Finally the Royal College of Psychiatrists report (1998) gives detailed definitions of 
all the relevant concepts. Similar to the Canadian Psychiatric Association (1996) 
report this one also strongly questions the authenticity of these memories.
Critical evaluation o f the research in memory, forgetting and amnesia
The statement from the American Psychiatric Association (1993) briefly reviews the 
literature on the stages of human memory, defines implicit and explicit memory and 
mentions the effects of suggestibility in the creation of false memories. However no 
specific studies have been used to support their arguments. Although the authors do 
not exclude the possibility that some of the recovered memories are based on actual
events, they do not give an account of the explanations provided by different 
researchers. Scientists and practitioners have attempted to explain the phenomenon of 
recovered memories in different ways, repression being one of them. Although Myers 
& Brewin (1994) provided evidence that a repressive coping style is associated with 
reports of adverse childhood experiences, Loftus & Ketcham (1996) have written a lot 
against it. Further Spiegel (1995) suggested that dissociative processes rather than 
repression are responsible for the functional retrograde amnesias ^ .
The report from the American Medical Association (1994) has adopted the position of 
the American Psychiatric Association (1993) that “it is not known what proportion of 
adults who report memories of sexual abuse were actually abused”. Although the 
issues related to the controversy are discussed, no specific studies from the areas of 
memory, forgetting and amnesia are mentioned. The only relevant studies that have 
been reported are the studies by Williams (1992, cited in the American Medical 
Association report) and Briere and Conte (1993, cited in the American Medical 
Association report), which have attempted to identify the incidence of clients who had 
recovered memories.
Unlike the American Psychiatric Association (1993) this statement concludes that 
although the information reported under hypnosis may be accurate, it may also 
include false recollections. Also the authors mention that the American Medical 
Association has not conducted any scientific assessment of other “aspects of memory 
enhancement, such as amytal or age regression” (American Medical Association, 
1994, p. 3).
The Australian Psychological Association (1995) report presents the controversy on 
recovered memories under the ‘scientific issues’ heading. Similar to the other reports 
it is pointed out that memory is a constructive and reconstructive process. The effects 
of suggestibility on human memory are mentioned. In accordance with existing 
literature weakened memories are increasingly vulnerable to post-event information 
(e.g., Loftus & Ketcham, 1996). The theories of repression and dissociation are 
briefly defined. As the report suggests, repression cannot generally be reproduced by
‘ Retrograte amnesia refers to a marked impairment in recalling information from the past as a result o f  
a brain injury (Baddeley, 1993).
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experiments in the laboratories (e.g., Wakefield and Underwager, 1992) but Davis & 
Schwartz (1987) and Myers & Brewin (1994) proposed that a repressing coping style 
affects autobiographical memory. In particular Myers & Brewin (1994) found that a 
repressive coping style, similar to that which Freud described as repression, is 
associated with adverse childhood experiences. Furthermore unlike other reports 
memory, repression and dissociation are seen as processes central to some 
psychotherapeutic approaches. As the report mentions, studies in trauma and 
memories have left many questions unanswered (e.g., Yapko, 1997). Although no 
specific studies are cited, this report gives a good account of the psychological 
dimensions regarding the recovered/false memories controversy and stresses the need 
to be familiar with the evidence.
The British Psychological Society (1995) report is long and gives a detailed 
psychological explanation of human memory under different circumstances. In 
particular a detailed description of their autobiographical memory system is presented 
without citing any specific evidence to support this model.
Unlike other statements (American Psychiatric Association, 1993; American Medical 
Association, 1994; Australian Psychological Society, 1995) this one also mentions 
infantile anmesia arguing that “nothing can be recalled accurately from before the first 
birthday and little from before the second. Poor memory from before the fourth 
birthday is normal” (p. 12). However it seems unclear how infantile amnesia can be 
related to recovered memories. Scientific explanations about infantile amnesia relate 
memories for events with language; thus it is considered highly unlikely that 
experiences from an early developmental period are accessible for verbal recall as 
children grow into adulthood. (Fivush, Pipe, Murachver, & Reese, 1997). Children 
between 18 months and 3 years can recall information verbally but their verbal reports 
remain quite fragmented and limited (Fivush, Pipe, Murachver, & Reese, 1997). 
Children may be able to remember experiences of events not previously integrated 
into their verbal accounts. However these memories will be more subject to distortion 
and suggestion because they are more fragmented (Fivush, Pipe, Murachver, & Reese, 
1997).
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Similar to the other reports, the American Psychological Association (1995) reviews 
the literature on the phenomenon and recognises the likelihood that some of these 
memories may reflect real events. Furthermore it is explicitly stated that experts in the 
fields of memory and trauma can offer some explanations; however the existing 
research cannot adequately account for the phenomenon. The theory of dissociation is 
presented as a possible explanation for why some people may forget traumatic 
memories but it is also stated that there is little empirical support for such a theory. 
However according to Briere & Conte (1993) and Homstein (1992) dissociation is a 
capacity that can be used defensively giving rise to amnesia, which may lift at a later 
time. Dissociation refers to “a compartmentalization of experience: elements of the 
experience are not integrated into a unitary whole, but are stored in memory as 
isolated fragments consisting of sensory perceptions of affective states” (van der Kolk 
& Fisler, 1996, p. 355). The severity of dissociation has been correlated with 
psychopathological conditions, such as self-mutilation (van der Kolk, Perry & 
Herman, 1991) and borderline personality disorder (Herman, Perry & van der Kolk, 
1989).
The dissociation process however is one of the disturbances caused by trauma, (van 
der Kolk & Fisler, 1996). The other disturbances are: traumatic amnesia, global 
memory impairment, and the sensorimotor organization of traumatic memories. 
Traumatic anmesia refers to a loss of recollections of traumatic events (van der Kolk 
& Fisler, 1996). Amnesia of a traumatic incident with later recollection of the event 
has been documented in natural disasters and accidents (Madakasira & O’ Brian, 
1987; van der Kolk & Kadish, 1987). Sensorimotor organization of the traumatic 
event reflects the view that the trauma is organized in memory in terms of 
“sensorimotor and affective levels” (van der Kolk & Fisler, 1996, p. 358). In addition 
van der Kolk & Fisler (1996) argue that the traumatic information is at least initially 
stored and retrieved as sensory components, that is as visual image, auditory 
sensation, etc.
The Canadian Psychiatric Association (1996) report briefly presents the problem of 
false memories. The authors also express their concem about poorly trained therapists 
who recommend recovered memory interventions to their clients. It seems that unlike 
other reports, this one mostly presents the arguments that support the false memory
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position. The likelihood that these memories will be recollections of true events is 
strongly questioned. However, the recovered/false memory controversy is not only 
related to the incompetent therapists. It also reflects the debate that exists among 
human memory/trauma researchers. Some scientists argue that it is possible for an 
individual to forget or repress traumatic memories for a number of reasons and 
retrieve them at a later stage in her/his life (e.g., Christanson, 1992; Hovdestad & 
Kristiansen, 1996). However others disagree with the possibility of retrieving 
memories after a period of time (e.g., Loftus & Ketcham, 1996).
Two more arguments related to memory are offered: the first is related to the 
unreliability of memories of very young people. Although some studies (e.g., Hudson 
& Fivush, 1991) found that children under the age of 6 have difficulty accessing a 
memory, other studies (e.g., Fivush & Hamond, 1990; Fivush & Shukat, 1995) have 
demonstrated that 4-6 year old children were able to give accurate extended accounts 
of experiences that took place 2 years earlier.
The second argument is about human memory and the possibility of creating 
pseudomemories if the events have not been cognitively rehearsed between the 
occurrence of the event and the retrieval of the memory. However, some scientists 
(e.g. Christianson, 1992) argue that traumatic memories are formed in different ways 
from normal memories. Also other writers suggest that it is possible that there is a 
dissociation between explicit and implicit memory in response to a trauma (e.g., 
Hovdestad & Kristiansen, 1996). Therefore it is not well known yet whether 
memories of trauma are different from normal memories and, if they are, what are the 
underlying cognitive processes that take place in response to the trauma.
The Royal College of Psychiatrists (1998) report has a very clear structure and 
reviews the literature on all the significant aspects of the debate. Unlike other reports 
(American Psychiatric Association, 1993; American Medical Association, 1994; 
Australian Psychological Society, 1995; British Psychological Society, 1995) which 
advise their members to be very sceptical about recovered memories but very careful 
at the same time not to show disbelief in the clients’ stories as these may reflect true 
memories, the report from the Royal College of Psychiatrists suggests that “there is 
considerable evidence that such memories cannot be relied upon” (Brandon et al..
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1998, p. 304). Furthermore unlike the BPS report-which presents the survey by 
Andrews, Morton, Bekerian, Brewin, Davis and Mollon (1995) which is about the 
percentage of chartered psychologists who believe that recovered memories can 
happen and had clients who recovered memories-this one includes the questionnaire 
studies by Gudjonsson (1997a), Gudjonsson (1997b), Gudjonsson (1997c) which 
provide evidence for false memories. However the existing literature does not always 
support this position. For example, despite the fact that it seems highly unlikely that 
events occurring before the age of 18 months are accessible, a lot of questions 
regarding infantile anmesia remain unanswered (Fivush et al, 1997). Further, very few 
studies have examined long-term recall in children (Fivush et al, 1997).
Unlike their position, recurrent observations about the nature of the traumatic 
memories have given rise to the notion that traumatic memories may be encoded 
differently from memories for ordinary events ( van der Kolk & Fisler, 1996). 
Amnesias have been reported in studies of combat soldiers (e.g., Sargeant & Slater, 
1941), victims of kidnapping and concentration camp experiences (e.g., Kinzie, 1993) 
and in victims of physical and sexual abuse (e.g., Briere & Conte, 1993; Williams, 
1994). Cole & Putnam (1992) for example suggest that it is likely that the 
combination of autobiographical memory gaps and the continued reliance on 
dissociation makes it very hard for these individuals to reconstruct a precise account 
of their past. As van der Kolk & Fisler (1996) report, more research is needed to 
explore the consistent clinical observations that adults who were chronically 
traumatised as children suffer from generalised impairments of memories for both 
cultural and autobiographical events. Furthermore, research has confirmed that 
patients with neurological impairments can maintain intact implicit memory 
processing despite their inability to process information explicitly (e.g., Warrington & 
Weiskrantz, 1982). The dissociation of explicit and implicit memory can also occur in 
response to psychological trauma as a functional rather than organic anmesia 
(Witherspoon, 1995).
Guidelines
The American Psychiatric Association (1993) report provides guidelines for practice 
taking into consideration both the ethical principles and the controversy surrounding
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the accuracy of the phenomenon. Without denying the possibility that some memories 
may be true, the report specifically suggests that the clinicians should not try to 
persuade patients to believe in events that may not have occurred. Also emphasis is 
placed on the need for specialised training and experience in techniques such as 
hypnosis. The statement also considers the therapeutic relationship. In particular the 
authors declare that psychiatrists should not hold a strong prior belief about sexual 
abuse as this will interfere with assessment and therapy but practitioners must also be 
careful not to show disbelief in the patients’ narratives in order to protect the 
boundaries of the relationship.
The statement also provides guidelines for the role of the psychiatrist concerning legal 
issues, making public statements and breaking off relationships with important 
attachment figures.
The need for further research has not been emphasised in this report. The authors did 
not offer any suggestions for future research and did not give any guidelines for 
training programmes. However future research on the subject of recovered/false 
memories is considered very important. As Brewin and Andrews (1997) mentioned: 
“there is an urgent need for systematic clinical studies of repressive phenomena based 
on interviews with therapists and clients. There is an equally urgent need for 
experimental studies of inhibitory processes in memory that may throw light on these 
phenomena” (p. 203).
Unlike the American Psychiatric Association (1993) report this statement states the 
policy of the American Medical Association on the issues of childhood sexual abuse 
and the use of hypnosis in aiding recollection.
Unlike the American Psychiatric Association (1993) statement which offers specific 
guidelines for practitioners, the American Medical Association (1994) report mostly 
views therapeutic issues in terms of the extent that a therapist can suggest memories 
to her/his clients. In the American Psychiatric Association (1993) report, issues such 
as how therapeutic interventions must be planned, or how the boundaries of the 
therapeutic relationship are maintained, are explicitly discussed and directions are
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offered for the practice of psychiatrists. Also no suggestions are offered for future 
research or training programmes.
Whereas the report from the American Psychiatric Association (1993) focused on 
therapy and suggested specific guidelines for practitioners, the American Medical 
Association (1993) offered more general information, since it is mostly addressed to 
physicians who-although they should be aware of the phenomenon-do not do 
psychotherapeutic work with their patients.
The guidelines for practice stated in the Australian Psychological Association (1995) 
report are closely linked to the existing evidence. Searching for repressed memories in 
therapy by providing cues that might be later incorporated, or by facilitating the match 
between self-knowledge and possible events may result in the creation of false 
memories (e.g., Hyman, Troy, Husband & Billings, 1995). Existing research supports 
the position of the Australian Psychological Society that psychologists should be alert 
to the ways in which they “can shape the reported memories of clients”. At the same 
time similar to the American Psychiatric Association, the report explicitly states that 
psychologists should be careful not to dismiss memories that are based on actual 
abuse. Similar to the American Psychiatric Association report the emphasis is on the 
clients’ needs in the design of the most appropriate interventions. Unlike the 
American Psychiatric Association the effects on the therapeutic relationship are not 
discussed. Both the American Psychiatric Association and the Australian 
Psychological Society suggest that practitioners must not accept the veracity of a 
client’s memories in the court or any other setting unless these are shovm to be 
accurate. Further, both the American Psychiatric Association and the report from the 
Australian Psychological Society propose that practitioners must refer the client to 
another professional who is expert in the area, when appropriate.
Further suggestions for future research are proposed but no guidelines for training 
programmes are included. Overall, the report highlights the need for scientific 
evidence to guide the work of practitioners. This reflects a general concern within 
psychology to be scientific, that is, to make use of the evidence once an argument is 
made.
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Unlike other reports (American Psychiatric Association, the Australian Psychological 
Society) which provide specific guidelines for practitioners, the British Psychological 
Society (1995) statement only suggests very few and general guidelines about the 
therapeutic interventions and the relationship.
Legal or forensic issues are not discussed at all, leaving a practitioner to decide for 
herself/himself what to do in a situation where a client recovers memories of abuse 
during therapy, chooses to pursue legal action and asks the psychologist to support the 
accuracy of her/his memories. Further, ethical or professional issues have not been 
taken into account. Although future research is encouraged, no other suggestions have 
been made. Similarly, no specific directions are given for the training courses.
Unlike other reports, the American Psychological Association (1995) offers precise 
directions for future research. In accordance with other writers (e.g., Yapko, 1994) the 
American Psychological Association proposed that future research must concentrate 
on the mechanisms and techniques that affect the accuracy of recollections, on the
ways that trauma affects memory, and on the effects of suggestibility. As Yapko
(1994) argues:
we do not know which techniques for recovering repressed memories will 
alter them in significant ways merely by using them. We do not know why 
some people repress a particular type of trauma and others do not. We do not 
know why some people never have traumatic memories surface in their 
awareness that are objectively known to exist in their backgrounds, while 
others have memories that eventually do return. These many unknowns all 
represent areas badly in need of further research (p. 170).
The American Psychological Association also gives specific guidelines for therapy 
based on the existing scientific evidence. Emphasis is placed on the therapist being 
unbiased and remaining very close to what the client says so that she/he does not 
directly affect the client’s memory. The American Psychological Association is the
only professional organisation that has published a report for the general public
offering advice about choosing a psychotherapist.
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The Canadian Psychiatric Association (1996) report emphasises the need to know the 
veracity of these memories if legal action is undertaken. The statement gives 
guidelines for practitioners, which mostly refer to the fact that although abuse should 
be always given serious attention, reports of recovered memories may be true but 
caution should always be exercised. Ethical considerations in terms of the family of 
the patient are discussed. Further education and research are recommended but no 
other specific directions for research or training programmes are given.
The report also suggests avoiding the use of a list of symptoms that supposedly 
indicate any type of abuse. In accordance with the relevant literature there is no 
evidence to support the view that the individuals who display these symptoms have 
definitely been abused as children. Beutler & Hill (1992), Cole & Putnam (1992) and 
Nash, Hulsey, Sexton, Harralson and Lambert (1993a) failed to find support for a 
constellation of symptoms that reliably characterise adult survivors of childhood 
sexual abuse.
The Royal College of Psychiatrists (1998) report gives guidelines for practice based 
on the literature review that the authors have done. The recommendations also take 
into consideration the family of the patient. Also advice is offered regarding the legal 
issues involved. Unlike the report from the APA this statement does not give any 
specific guidelines for the therapeutic relationship. Also no directions for training 
programmes or future research are included although the necessity for high-quality 
research is emphasised.
Conclusions
The reports of the professional organisations have been written in order to provide 
guidance for their members and the general public. The suggestions they present 
should be based on the existing evidence on the topic. However, it seems that the 
literature has not always been adequately explained or critically examined. As a result 
both practitioners and other people who have a personal interest in this topic cannot 
be sufficiently informed.
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Further if clear guidelines are not provided for practitioners then personal judgement 
will play a major role in their decisions. Because of the controversy surrounding the 
phenomenon the personal opinions may vary enormously. This has implications both 
for the profession as well as for the client. In particular the integrity of the profession 
is threatened if the clinicians are not consistent in their attitudes. Also it is very 
important for the professionals to know what they should do if a client decides to 
pursue legal action against her/his parents or what the role of the clinician should be 
in relation to the client’s family.
Comparing the statements among themselves, it seems that the ones composed by the 
Psychiatric or Medical Societies are more categorical in their position compared to the 
ones written by the Psychological Associations. The reports from the Psychological 
Societies reflect a general tendency to be critical of the existing research and thus 
more sceptical on the issue of recovered memories, whereas the reports from the 
Psychiatric Associations tend to question to a great extent the validity of recovered 
memories.
The diversity of opinions among the different Societies has implications for 
professionals and clients. If both psychologists and psychiatrists do therapeutic work 
with clients and follow different guidelines on the issue then again the integrity of 
psychotherapy as a profession is threatened. Furthermore, it is difficult to advance 
research on that topic because the results obtained and their interpretation will depend 
on the body that conducts the research.
Alternatively, research on the topic would benefit if both the Psychological and the 
Psychiatric Organisations of the same country would design new studies to fit the 
needs or peculiarities of the country.
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Multicultural Sensitivity: combining qualitative and quantitative methodologies
Abstract
The present study investigated the multiplicity of cross-cultural sensitivity in a sample of 
British practitioners who had experience with multicultural populations. Content analysis 
of the participants’ interviews showed that the effects of the cultural beliefs in therapy 
and the relationship are the most important issues that the practitioners take into 
consideration. Other culture-related issues, such as language difficulties, family structure 
were also mentioned by a number of participants. Multidimensional Scalogram Analysis 
(MSA) revealed three distinct approaches to multicultural counselling. One group takes 
into account specific cultural information. A second group acknowledges the significance 
of culture and race but concentrates on the individual experiences and a third group that 
lies in the middle. No demographic variables or preferred theoretical approach affected 
the clustering of the participants’ responses into these groups.
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Introduction
There has been an increasing concern as to whether the mainstream psychological 
services are appropriate for ethnic minority client groups. More than twenty years ago 
Sue (1977) reported that 50% of the ethnic minority clients (African-Americans, 
American-Indians, Asian-Americans, and Mexican-Americans) terminated treatment 
after one session compared to 30% of Whites and concluded that the mental health 
system did not offer appropriate services for the ethnic minority populations. Since then 
efforts have been made to specify the skills and knowledge that facilitate the therapeutic 
work with multicultural populations and thus define multicultural competence.
It has been argued that the existing theories of psychology and psychotherapy emerged 
from a Euro-American society and therefore reflect values and belief systems that are not 
necessarily applicable to other cultural groups (Sue, Carter, Casas, Fouad, Ivey, Jensen, 
LaFromboise, Manese, Ponterotto, Vasquez-Nutall, 1998; Laungani, 1999). A number of 
researchers-practitioners have suggested the need to incorporate cultural issues in 
counselling people from different ethnic origins, (e.g., Pedersen, Draguns, Lonner, 
Trimble, 1996; d’ Ardenne and Mahtani, 1989).
In psychological therapy with multicultural populations language for example can 
become a barrier to effective communication. This can be problematic if the therapist and 
the client have completely different languages, or use English in the interview but for one 
of them it is their second language, or have similar language origins but grew up in 
different countries (Lago & Thompson, 1996). Taking into consideration that language 
exists within the social reality of its users (Romaine, 1994) and that the therapist relies on 
language to make sense of the client’s experiences it is clear that in a cross-cultural 
situation both the practitioner and the client risk misunderstanding each other. This can 
lead to incorrect formulations of the client’s difficulties (Lago & Thompson, 1996).
Laungani (1999) describes Western society and particularly the British culture as 
individualistic compared to other cultures that are characterized by the feature of
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collectivism. Both the notions of individualism and collectivism shape the way people 
live and behave. In an individualistic society priority is given to one’s personal goals 
whereas in a collectivist society the person organizes her/his life as part of a community 
(Laungani, 1999). In a collectivist society people live in extended families, whereas in 
individualistic societies emphasis is placed on the nuclear family. As Krause (1998) 
suggests it is important for the practitioner to recognize that notions of kinship are 
culturally constructed in order to gain a better understanding of the client’s world.
Whereas in the United States and Western Europe psychological therapy has been 
designed to help individuals to resolve various problems, in nonwestem cultures people 
are more likely to rely on other sources of support. Family and religion-spirituality seem 
to be the two most important modes of helping in cases of psychological distress (Lee, 
Oh, & Mountcastle, 1996). Furthermore Lee et al (1996) suggest that American 
counselling would benefit from greater knowledge about culturally diverse notions of 
helping since they are considered crucial in problem resolution among diverse ethnic 
populations.
Multicultural Competence
There has been a debate as to whether the mainstream counselling psychology and 
psychotherapy need to incorporate specific techniques with ethnic minority populations. 
On the one hand Patterson (1996) argues that “the emphasis on techniques has 
overshadowed attention to the nature of the relationship between the counsellor and the 
client. It now appears that it is being recognized that counsellor competence inheres in 
the personal qualities of the counsellor” (p.229).
By contrast a number of writers have attempted to conceptualise multicultural 
competence and offer guidelines that need to be taken into consideration when 
practitioners work with clients from other ethnic origins compared to their own. Sue, 
Arredondo, & McDavies, 1992) proposed a conceptual framework of cross-cultural 
competencies and standards. It refers primarily to four groups in the American society:
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African Americans, American Indians, Asian Americans, Hispanics and Latinos. They 
present multicultural competencies in terms of 3 (characteristics) x3 (dimensions) matrix. 
The characteristics are: the counsellor’s awareness of their own assumptions and biases, 
the counsellor’s understanding of the client’s culturally different worldview and the 
development of appropriate interventions. The three dimensions are attitudes and beliefs, 
knowledge, and skills.
Arredondo, Toporek, Brown, Jones, Locke, Sanchez, & Stadler (1996) produced a 
revised version of the competencies. Although they operationalized multicultural 
competencies within the same 3 (characteristics) x 3 (dimensions) matrix, they placed 
them in a personal identity model (Arredondo & Glauner, 1992). The model “serves as a 
descriptor for examining individual differences and shared identity based on the 
conceptualisation of A, B, and C Dimensions of personal identity” (Arredondo et al, 
1996: 45). The Dimension A refers to characteristics that are fixed, such as age, race, 
gender, etc. The Dimension C places the individual within a political, historical, 
sociocultural, and economic context. The Dimension B highlights characteristics such as 
educational background, income, marital status, etc.
In Britain, d’ Ardenne and Mahtani (1989) have proposed guidelines for transcultural 
counselling. They see transcultural work as a perspective on counselling rather than a 
separate approach. Transcultural counselling involves the following components: 
counsellor’s sensitivity to cultural differences and to their own biases, counsellor’s 
understanding of the client’s culture, counsellor’s ability to meet the client’s cultural 
needs, and the counsellor’s ability to deal with increased complexity due to the factor of 
culture. Since culture affects all aspects of the person’s life.
Unlike Sue et al (1992) and Arredondo et al (1996) who view multicultural competencies 
in terms of specific knowledge and skills that the practitioner must develop, Pedersen 
(1991) supports a more broad perspective on culture and regards multiculturalism as a 
generic approach to counselling. As such he sees multiculturalism as a fourth force next 
to the psychodynamic, behavioural and humanistic approaches. Fukuyama (1990) also
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takes a universal approach to multicultural counselling by recognising the universal 
processes that transcend cultural variations. By affirming human similarities she does not 
eliminate the culture-specific needs. Rather she recommends the balance between the 
emic-etic approaches and the collaboration of different disciplines such as anthropology, 
transcultural psychiatry, and others.
The emic point of view refers to the tradition of investigation, which is rooted in 
culturally indigenous concepts and worldviews. Alternatively, etic studies are based upon 
concepts, methods, and measures which are presumably appropriate and applicable 
everywhere (Draguns, 1997).
Measures of multicultural competence
The CCC-R (Cross-Cultural Counselling Inventory-Revised, LaFromboise, Coleman & 
Hernandez, 1991) measures cross-cultural competence. This instrument is based on the 
American Psychological Association Division 17 Education and Training Committee’s 
tridimensional characteristics (beliefs-attitudes, knowledge and skills) of cross-cultural 
counselling competence (Sue, Bernier, Durran, Feinberg, Pedersen, Smith & Vasquez- 
Nuttall (1982). LaFromboise et al (1991) proposed that there are three factors associated 
with multicultural counselling competencies: cross-cultural counselling skill,
sociopolitical awareness, and cultural sensitivity.
The MCI (Multicultural Counselling Inventory, Sodowsky, Taffe, Gutkin & Wise, 1994) 
is a self-report measure of multicultural competence also based on the basic training 
guidelines proposed by Sue et al (1982). By contrast Sodowsky et al (1994) proposed 
four factors: multicultural counselling skills, multicultural awareness, multicultural 
counselling relationship, and multicultural counselling knowledge.
D’ Andrea, Daniels & Heck (1991) derived three subscales that correspond with their 
multicultural training course objectives of awareness, knowledge and skill. Finally 
Ponterotto have presented two factors: knowledge-skills and awareness.
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The problem with these instruments is that they are devised based on the existing 
construct(s) of cultural competence/ sensitivity and therefore they measure these 
construct(s) and reflect their drawbacks.
Definitions of culture, race and ethnicity
Much confusion surrounds the definitions and usage of culture, race, and ethnicity. 
Problems in defining and using the terms arise from the similarities that the concepts 
share. There are many definitions of ‘culture’ in the literature, which generally refer to 
“an integrated pattern of human behaviour that includes thoughts, communications, 
actions customs, beliefs” (Cross, Bazron, Dennis, & Isaacs, 1989, p. iv). Cultural 
characteristics may be implicit or explicit and are learned through the socialization 
process (Sue et al, 1998). Culture is frequently used in the literature interchangeably with 
‘race’ and ‘ethnic group’ although the terms are not synonymous.
The two dominant definitions of race are based on “either a constellation of biological 
and physical traits or internal/external social perspectives” (Sue et al, 1998, p. 8). There 
are many problems associated with the biological definitions of race. First, there are more 
similarities between members of the different racial groups than differences. Second, 
hiracial/multiracial individuals cannot be classified using traditional classification 
systems (Root, 1996). Third there is little agreement about the criteria that define race in 
a biological manner (Schaefer, 1988). Social definitions give a different dimension to the 
concept of race, acknowledging the social meaning of race in terms of how members and 
non-members of a racial group view that racial group. Although the socio-political 
aspects of race must be considered, social definitions complicate further our attempts to 
define race.
Ethnicity has been defined broadly or narrowly in the literature. Broad definitions are 
used interchangeably with race because they include both cultural and physical features. 
Narrow definitions concentrate on similarities in national or cultural characteristics and 
are not used synonymously with race (Sue et al, 1998).
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Theoretical framework of the present study
The theoretical frameworks underpinning this study is a synthesis of d’Ardenne and 
Mahtani (1989) about how a cultural sensitive practitioner should take into consideration 
the multicultural client and the Perceptual schema model of cultural sensitivity proposed 
by Ridley, Mendoza, Kanitz, Angermeier & Zenk (1994).
Five presuppositions underlie Ridley’s et al (1994) model:
1. Cultural sensitivity assumes that the individual is a member of different groups in 
a unique way. The practitioner must try to understand how the individual 
perceives himself herself as a member of these groups.
2. The counsellors must proceed as if they do not know to check out whether certain 
hypotheses about membership in particular groups apply to the individual person. 
This requires an active conscious information-processing style.
3. Cultural sensitivity is a perceptual process that is prerequisite for culturally 
responsive behaviours. It is not expected that culturally sensitive clients are 
necessarily effective in intervention planning. Rather it is believed that cultural 
sensitivity increases the possibility for culturally responsive interventions.
4. Members of the same culture share common experiences and expectations and 
therefore their culturally specific information-processing systems develop 
similarly. When people apply these automatic processes in multicultural 
interactions there is a possibility to misinterpret the other person’s responses.
5. Cultural sensitivity “involves a process in which counsellors seek out, perceive 
and interpret incoming interpersonal cultural information...the accurate processing 
of cultural information by means of perceptual schemata increases the likelihood 
of, but does not guarantee counsellors’ overall effectiveness with culturally 
different clients (p. 130)
Cultural sensitivity is a special kind of perceptual schemata that process many kinds of 
inputs including affect, physiological responses, language, spirituality, and others. 
Cultural sensitivity alerts the practitioner to the cultural variables in counselling.
I l l
organizes the information in a meaningful way and guides culturally appropriate 
interventions.
It has been considered necessary to acknowledge the discussion of d’Ardenne and 
Mahtani (1989) in defining the theoretical framework of the proposed study. In particular 
they view cultural knowledge in terms of experiences and information that are necessary 
when practitioners see clients from other cultures. The therapists’ resources enable them 
to develop their cultural experiences and information. In addition, they suggest that there 
are other practical issues to consider, such as the extent that the therapist’s cultural 
background affects her/his attitude to the client, whether or not the practitioner accepts 
and acknowledges and understands the clients culture and whether the therapist sees the 
client’s culture as the cause of her/his problem. In their discussion about cultural 
sensitivity both the interaction between client and therapist as well as the interaction 
between therapist and other resources are emphasized.
It is proposed that a theoretical framework which combines the model of cultural 
sensitivity as a mental representation (schema) with the consideration of the interaction 
between the therapist and the multicultural client or the therapist with other resources will 
explain more adequately cultural sensitivity instead of just focusing on one model or the 
other. Furthermore both of these theoretical frameworks do not conceptualise culture as 
the only cause of the client’s problems, d’ Ardenne and Mahtani (1989) for example 
suggest that there is a danger in focusing solely on the multicultural problem that the 
practitioner forgets the universality of experiences. By implication the underlying 
epistemological assumption of this study relies on balancing two contrasting research 
approaches, the emic and etic traditions (Draguns, 1997). Although it is important to 
research experiences within a specific cultural context, we must also look at the 
similarities among individuals.
112
Rationale
Although practitioners have proposed guidelines for sensitive or competent multicultural 
counselling, very little research focuses on this especially in Britain. Most of the 
proposed instructions although they are very valuable rely on the personal experiences, 
the professional opinions of their writers and the limited literature that discusses the 
specific needs of different populations (Sue et al, 1992; Arredondo et al, 1996; Laungani, 
1999; Palmer, 1999; Sue, 1998). As Sue (1998) writes, “in the case of ethnic minority 
populations no rigorous research has determined if psychotherapy is effective” (p. 448).
Related to the absence of research is the lack of a specific definition that describes cross- 
cultural sensitivity or competence (Ridley et al, 1994). Existing attempts to delineate 
what constitutes multicultural competence vary from skills, awareness about one’s 
cultural biases, and specific knowledge about different cultures. Other researchers and 
professionals have also discussed the importance of ethnic match (Sue, Fujino, Hu, 
Takeuchi, & Zane, 1991) overcoming racism in the services provided (Ridley, 1995) and 
the development of culturally specific services for the ethnic minority patients (Comas- 
Diaz (1992). By implication the existing measurements of multicultural competencies are 
not designed based on a sound operationalization of the construct.
Taking into account the above-mentioned problems in multicultural counselling research 
the present study seeks to define what constitutes multicultural sensitivity. Although the 
existing guidelines and the literature in cross-cultural psychology have been taken into 
consideration the present research project is an exploratory study that investigates 
practitioners’ views as to what is important in the therapy with multicultural populations. 
Furthermore this study has been designed in response to the need for a study that is not 
analogue but involves the participation of therapists (Sue & Sundberg, 1996).
As most therapists (at least in London) are likely to have clients who come from different 
backgrounds and may have moved to Britain under varying circumstances the study is 
going to look into the issues that practitioners have faced instead of focusing on specific
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skills for specific populations. This way is hopefully achieved a balance between the 
emic and the etic traditions in research. Furthermore, by using an exploratory 
methodology is not assumed a causal relation between culture and behaviour. 
Practitioners’ accounts of what constitutes multicultural sensitivity can therefore form the 
basis for measuring the construct pragmatically.
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Method
The aim of this study is to explore the practitioners’ experiences of what constitutes 
multicultural cultural sensitivity and identify the main aspects of the construct.
Participants
Since there is not a systematic account that describes the population of individuals who 
work with multicultural clients an opportunistic sampling procedure has been used. For 
the purposes of this exploratory study practitioners with experience of multicultural 
clients have been identified either through letters sent to agencies, one psychology 
department or individual practitioners. Due to very low response rate practitioners whom 
the researcher knew had experience with ethnic minorities were approached directly to 
take part to this research project. A total of ten practitioners were interviewed of whom 
there were nine females and one male. The participants comprised 3 clinical 
psychologists, 2 counselling psychologists and psychotherapists, 1 psychoanalytic 
psychotherapist, 2 counsellors, 1 trainee counselling psychologist and 1 assistant 
psychologist. Six participants identified themselves as White, one as White Jewish, one 
as Black-African and Black-Caribbean, and two as Other. Five participants had been 
working with multicultural clients for 1-6 years (mode=5 years), four participants had 
experience with ethnic minorities for 8-13 years (mode=10 years) and one participant had 
23 years of experience with multicultural populations
Measures
An interview protocol was initially devised based on the research literature. Two pilot 
interviews were conducted and fully transcribed (with one male with very limited 
experience in multicultural populations and one female, who had been working with 
ethnic minorities). The initial interview schedule was revised based on these two 
interviews and the decision was taken to interview practitioners who had therapeutic 
experience with ethnic minority populations.
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Interviews for the study proper were based on a semi-structured interview schedule. The 
main topics that were covered included: background information, the participants’ 
accounts of the cultural issues they take into consideration with multicultural clients, the 
ways they integrate this information into their practice, opinions about the terms cross- 
cultural sensitive and cross-cultural competent practitioner. The final two questions 
looked into whether some theoretical approaches encourage more the integration of 
cross-cultural issues than others do and whether it is necessary to develop a separate 
cross-cultural approach (the complete interview schedule is included in Appendix one).
Procedure
All interviews took place between May to July 1999 in the settings where each 
participant worked. Interviews lasted on average one hour. They were informed that this 
research was part of a doctoral dissertation and permission was sought to audio-tape and 
use the data. Each interviewee was assured that personally identifying information would 
not be included when reporting results and explained that they are free to withdraw their 
consent at any time. Salient points were transcribed from audio-tapes (Millward, 1995).
Analytical Procedures
The analytical procedures involved the combination of content analysis and 
multidimensional scalogram analysis (MSA).
Content Analysis
The interviews were initially content analysed. The content analysis followed in this 
research project will be presented. Content analysis involves both a mechanical and an 
interpretative aspect (Krippendorf, 1980). The mechanical element involves organizing 
the data into categories and the interpretative component is concerned with organizing the 
categories in terms of the questions being asked. The process of analysing the data in this 
study consisted of a series of activities: partly transcribing the interviews, creating
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category definitions, or identifying the themes and sub-themes, selecting exemplars to 
illustrate the themes, and finally counting the frequency of the themes. Although these 
activities present the process as if it was linear, the analysis actually took the form of a 
constant movement back and forth between the activities.
In particular, the process of analysing the data included elements of qualitative and 
quantitative content analysis (Millward, 1995; Brown & Barnett, 2000). Due to the 
exploratory nature of the study the categories were developed from the data rather than 
the literature on multicultural issues. Following Weber’ (1990) guidelines the responses 
were sub-divided into meaningful categories and organized in terms of the questions 
being asked. The categories, or themes, were exclusive and exhaustive (for presentation 
of the categories see the results section). The identification of themes involved “some 
interpretative action from the part of the coder” (Millward, 1995, p. 289). However, this 
does not imply that the analyst was able to manipulate reality. Rather the data was 
communicated to the researcher and so she was in a position to make inferences about it 
(Krippendorff, 1980).
Because of the need to produce data, which can then be analysed further, complex 
meaningful themes were broken down into shorter thematic units. This choice also 
concerns “how narrow or broad the categories are to be” (Weber, 1990, p. 23). In respect 
of quantifying the data, it involved the frequency of occurrence of the different categories 
in the responses of the participants.
In particular the inter-rater reliability in this study was calculated on the basis of Holsti’s 
(1969) formula (C.R.=2M/N1+N2, M: number of themes agreed by both raters; N l: 
number of themes that have been calculated by the first rater; N2: number of themes that 
have been calculated by the second rater). The inter-rater reliabilities estimated in this 
study are the results before resolving any disagreements (Weber, 1990).
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Multidimensional Scalogram Analysis (MSA)
The issues that emerged from the content analysis of the interview data were subjected to 
MSA. The multidimensional approach to qualitative data examines the structure of the 
data in terms of the relationships between the variables, the themes, the items, or the 
demographic information (Wilson & Hammond, 2000). Multidimensional Scalogram 
Analysis is one particular technique under the heading ‘Multidimensional Analysis’ that 
reveals the underlying structure in qualitative data. MSA represents data as points in a 
geometric space (Brown & Blount, 1999). The Guttman-Lingoes series are used in this 
study (Hammond, 1990). The purpose of MSA in particular is to compare the profiles of 
individuals in terms of their similarities (or differences) in some shared characteristics 
(Brown & Barnett, 2000). The greater the similarity in their responses with regards to 
what cultural information they take into consideration, the ways they integrate this 
information into their practice and which theoretical approach they believe encourages 
more cultural issues, the closer together they will be presented in the MSA plot. The 
MSA places clusters of individuals in different regions in the plot and therefore will 
allow the investigation of the characteristics that put them in different locations. Separate 
plots also present the pattern of occurrence of the individual responses. The MSA has a 
measure of goodness of fit between the similarities of the profiles and their spatial 
representation (coefficient of contiguity). The MSA used in this study (Hammond, 1990) 
automatically sets this as a criterion of 0.9 (Brown & Blount, 1999).
Combining qualitative and quantitative methodologies
Due to the exploratory nature of the study the analytical procedures involved the 
combination of both qualitative and quantitative methods.
Qualitative research is an approach to the subject matter of human 
experience...the goal is to describe, interpret and understand the phenomena of 
interest...The process of achieving this goal is to study the experiences of the 
participants, to convey how their experience is felt or perceived, and to explain
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the meaning it has for those whose experience is being presented (Kazdin, 1998: 
p. 248).
Combining qualitative and quantitative methodologies raises both practical and 
epistemological issues (Morgan, 1998). The first asserts that combining both methods is a 
technical challenge. The second argues that qualitative and quantitative analyses rely on 
very different assumptions about the nature of knowledge and the appropriate means of 
generating knowledge. One answer to these two arguments is a research design in which 
qualitative and quantitative methods complement each other. “The core of this approach 
is an effort to integrate the complementary strengths of different methods through a 
division of labour” (Morgan, 1998, p.366). Morgan (1998) suggests four basic families of 
research designs that complement qualitative and quantitative methods. According to 
Morgan (1998) emphasis is placed on deciding which of the two methods will precede. 
The research design that has been followed in this project involves a preliminary 
qualitative study followed by a quantitative method. Furthermore, the use of MDS to 
analyse qualitative data is not incompatible because it makes no assumptions about the 
underlying structure of the data (Brown & Blount, 1999; Brown & Barnett, 2000). 
Additionally, content analysis, because of its emphasis on making inferences from data 
rather than looking for underlying assumptions, has often been used in conjunction with 
quantitative methodologies.
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Results
Due to the word limit and the time constraints only the issues that emerged from three 
questions were chosen to be presented in this study and analysed further using MDS. The 
three questions are: what cultural information the participants take into consideration, the 
ways they integrate this information into their practice, and finally which theoretical 
approach they believe allows the integration of cross-cultural issues.
Cultural information
The first question was asking the practitioners to give an account of the cultural 
information they take into consideration. Thirteen issues were identified. The number of 
participants who mentioned each theme ranges from 9 to 2 (see Table 1).
Table 1
Issues identified related to cultural information
Issues Frequency
1. Cultural beliefs and degree of adherence 9
2. Family structure 8
3. Circumstances they arrived in Britain 8
4. Identity related issues 7
5. Language difficulties 6
6. Importance of family 5
7. View of mental illness/disability in relation to 
culture/religion
5
8. Experience of racism 5
9. View of counselling 4
10. View of the practitioner 4
11. Cultural bias in assessment 3
12. View of mental illness/disability as stigma 3
13. Western culture-other cultures 2
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The first issue, that is cultural beliefs and degree of adherence to them, is defined as 
beliefs about relationships, and sexual behaviour, religion, customs and traditions, ethnic 
background, attitudes to gender and body language. The second issue, family structure, 
has two aspects: extended family -  nuclear family and relationships between family 
members. The third issue refers to the circumstances that the clients arrived and for how 
long they have been here. Five aspects were identified: refugees, immigrants- 
first/second/third generation, students, what they have left behind, and working 
temporarily. The fourth issue refers to identity and has four dimensions: racism and 
identity, identity and being part of the dominant culture, how experience of arriving in 
Britain has affected their identity and identity issues related to going back. The fifth 
issue, language difficulties, has three aspects: fluency in English if it is not the first 
language, need for interpreter and implications for therapeutic process and words do not 
translate directly from one language to another. The sixth issue refers to the importance 
of the family and is defined as keep problems within the family and seek support from the 
family. The seventh issue refers to the view of mental illness/disability in relation to 
culture/ religion. The eighth issue is about their experiences of racism and includes 
experiences of racism at school and work. The ninth issue concerns the view of 
counselling. Three aspects define this issue: counselling is a western invention, clients 
find difficult to disclose especially at initial stages, and clients do not seek help. The tenth 
issue is the view of the practitioner. Two angles are identified which are: never question 
the practitioner and the practitioner is seen on a higher expert level. The eleventh issue is 
the cultural bias in assessment and has three dimensions: tests are biased, people may 
have language difficulties, and diagnosis of mental illness is culturally biased. The 
twelfth issue refers to the view of mental illness/ disability as stigma. Finally the last 
identified issue is the Western culture in comparison to other cultures and is defined as 
individualistic-communal. The estimated inter-rater reliability for the themes identified 
is: C.R.=100%. To illustrate the identification of issue in this question direct quotes from 
the individual responses are presented in Appendix two.
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Integration o f information
The second question explored the ways that the practitioners integrated this information 
into their practice. Ten issues were drawn from the responses. The number of participants 
that identified each theme ranges from 2 to 10 and is presented in Table 3.
Table 2
Issues identified related to integration o f cultural information into practice
Issues Frequency
1. Therapeutic process and culturally related 
issues
10
2. Practitioner and culturally related issues 10
3. Assessment 9
4. Expand your knowledge on cultural issues 5
5. Find out information about cultures 5
6. Other support networks 4
7. Help them to make the right moves to the right 
agencies
2
8. Use of tests 2
9. Make extra effort making sure they understand 
what therapy is about
1
10. Bring a family member to assist 1
The first issue is the therapeutic process and culturally related issues and refers to 
considering the appropriateness of interventions/goals of therapy in relation to their 
culture, integrating culturally related issues with individual experiences, and working on 
identity issues related to race and culture. The second issue which is the practitioner and 
culturally related issues, includes 3 dimensions: considering how they see a therapist 
coming from a different cultural background, thinking about one’s own beliefs, 
assumptions, prejudices, stereotypes and bringing the issue of difference in therapy. The 
third issue refers to the assessment and is described as asking specific questions related to
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culture/race/ethnicity, being aware of cultural/religious influences on people’s behaviours 
and beliefs and being cautious about diagnosis and considering the extent that the client’s 
problems are cultural/universal/individual. The fourth issue refers to expanding one’s 
knowledge on cultural issues and covers training and supervision. Find out information 
about culture(s) has been identified as the fifth issue and includes reading about 
culture(s), asking other people information about culture(s), asking clients about their 
culture and accumulated knowledge through experience. The sixth issue refers to other 
support networks and is defined as checking whether they have contacts with other 
people from the same background/communities and whether they have contacts with 
religious institutions. The seventh issue is about helping them to make the right moves to 
the right agencies. The eighth issue that is the use of tests is defined as being cautious 
about the use of tests and interpretation of the results and using alternative ways of 
assessment. The ninth issue, which is an individual response, is about making extra effort 
making sure they understand what therapy is about and includes explaining more details 
about counselling/ therapeutic relationship, explaining more details about the role of 
psychologist/therapist, and asking them their beliefs about therapy/mental illness. Finally 
the tenth issue is an individual response and refers to bringing in a family member to 
assist in the situation. The estimated inter-rater reliability for the themes identified is: 
C.R.=100%. Examples from the practitioners’ responses are given in Appendix three.
Approaches
The third question to be analysed further looked into whether some approaches encourage 
more the integration of cross-cultural issues than others. The issues drawn from the 
interviews and the number of participants who reported the themes are presented in Table
3. Direct quotes to illustrate these issues are presented in Appendix four.
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Table 3
Issues related to whether some approaches 
encourage integration in cross-cultural therapy
Issues Frequency
1. Psychodynamic therapies are more heavily 5
western
2. It depends on the practitioner to adopt the 3
approaches in a culturally sensitive way
3. It is important to acknowledge the influence of 3
external factors/ current experiences
4. Existential approach encourages more the 2
cultural issues
6. Humanistic approach is more open to cross- 2
cultural issues because it is client-centred
5. Some behavioural techniques may be 1
inappropriate for some cultures
7. The relationship is very important 1
8. CBT is less culturally biased 1
9. Integrative approach is very useful because it 1
meets the client where they are
Multivariate Statistical Analysis
Profiles were constructed for each participant in terms of their responses in their 
interview (2 records a specific mention of the issue and 1 records the absence of it, full 
profiles are given in Appendix five). This matrix was subjected to analysis by 
Multidimensional Scalogram Analysis (MSA). The MSA output revealed three distinct 
groups of practitioners (see Figure 1).
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Figure 1
MSA of the practitioners interviewed by the responses given to cultural information, integration 
of cultural information into practice, and whether some approaches encourage the integration in 
cross-cultural therapy
clinical psy white female O
counsellor white female O
clinical psy non white female O
clinical psy white female O  
counsellor white female O
O  counselling psy white female
counselling trainee white female O
psychotherapist non white female O
counselling psy white female O  O
asst psy white male
125
Interestingly, no demographic characteristics or preferred theoretical framework 
differentiate these three groups. The groups differed with respect to the following (see 
summary Table 4)
Table 4
Summary o f the issues mentioned that differentiate the three types ofpractitioners
Approaches to Respondents
cross-cultural
clients
Salient Issues
Type I 2, 3, 7, 9, 10 Family structure
Language difficulties 
Circumstances they arrived 
Importance of family
View of mental illness/disability in relation to
culture/religion
View of counselling
View of the practitioner
View of mental illness/disability as stigma
Expand knowledge on cultural issues
Other support networks
Psychodynamic therapies are more heavily western
Type II 1,4, 5,6 Experience of racism
Type III 8 Importance of family
View of mental illness/disability in relation to 
culture/religion
Expand knowledge on cultural issues 
Experience of racism
Psychodynamic therapies are more heavily western
These characteristics are derived from a partitioning of the variable plots produced by 
MSA (profiles of participants are in appendix five).
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Discussion
Content analysis revealed that a number of issues are considered important in 
psychological therapy with multicultural clients. It is obvious that the way that 
cultural/racial issues affect the therapeutic process (issue: therapeutic process and 
culturally related issues) and the therapeutic relationship (issue: practitioner and 
culturally related issues) seem to be the most significant. This could also be explained in 
combination with the importance the participants placed on the extent that clients adhere 
to their cultural beliefs. It seems that practitioners believe that people are shaped by their 
cultural beliefs in different ways and this has an effect on the therapeutic process. The 
literature has emphasized that the counselling and psychotherapy practice reflect a Euro- 
American worldview which then applied to different groups may become culturally 
oppressive (Sue et al, 1998). As Sue et al (1998: 83) emphasized
The culturally competent and skilled counsellor must not only be in touch with his 
or her own worldviews and values, but must also be able to deconstruct the 
cultural and class values inherent in practice. This awareness allows the culturally 
skilled helping professional to (a) free himself or herself from the cultural 
conditioning of his or her own training, (b) compare and contrast the 
appropriateness of both the process and goals of counselling, and (c) begin 
developing culturally appropriate techniques and strategies.
It is necessary for the practitioners to develop a sense of who they are culturally and 
racially and what this means in terms of their beliefs, attitudes and behaviours. This 
awareness comes from an understanding of the cultural context within which they have 
been raised and now live (d’ Ardenne and Mahtani, 1989). This awareness will also 
enhance their understanding of their own stereotypes, assumptions and judgements and 
will help them to appreciate the very different psychological and cultural frameworks by 
which other people live (Lago & Thompson, 1996).
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The literature in multicultural issues in psychological therapy has emphasized the 
importance of specific cultural knowledge. In fact this study revealed that some 
practitioners take into account specific cultural information. Assessment has been 
identified as another important topic that has to be considered in relation to culture. 
Lonner & Ibrahim (1996) for example claim that culture mediates the construction of 
intelligence and abilities as well as the moulding of personality and pathology. 
Depending on the particular cultural context illness or symptom can be given a different 
significance (Pesechkian, 1990). In the case of depression for example cultural 
differences in its meaning, variation in expression and rates of its incidence and 
prevalence are well documented in the literature (e.g., Marsella, Sartorius, Jablensky, & 
Fenton, 1985). By implication, in the case of a culturally different client it is on the 
practitioner to explore the possibility that her/his cultural background may have been in 
part or in whole responsible for his symptoms or disorder (Draguns, 1997). Another 
danger is the possibility of misdiagnosis. Egeland, Hofsteter, & Eshleman (1983) for 
example reported that Amish bipolar affective patients in Pennsylvania received faulty 
diagnosis of schizophrenia in many instances. One of the participants in this study said 
that she was working with a Bangladeshi woman who had a belief that the devil was in 
her stomach “but this was a kind of Bangoli belief, a cultural belief rather than a 
delusion”.
Furthermore Rawson, Whitehead, & Luthra (1999) suggest that issues of fate and 
personal control for example have different meanings in various religions and can be 
problematic in providing psychological therapy to multicultural individuals. Also cultures 
have their own support systems and ways of helping people in crisis. As this research 
found and Rawson et al (1999) suggest there is a need to adopt some aspects of the 
therapeutic process to include these issues.
Participants in this study suggested that it is important to expand one’s knowledge on 
cultures and cultural issues, d’ Ardenne and Mahtani (1989) that counsellors need to 
consider the following issues before they see a client from another culture: their 
intercultural experiences outside counselling, whether they have got this information
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from reading, travelling, being educated in a multicultural school, whether they have any 
kind of specific knowledge of the client’s culture.
Participants mentioned that the family structure and the importance of the family vary 
depending on the cultural background. This kind of knowledge is therefore important to 
consider. In many communities there is a traditional significance placed on family and 
friends. Individual experiences are considered reflections of the family and mental health 
problems are coupled with negative stereotypes and shame. It is often considered the 
family’s responsibility to offer help to the troubled member (Pedersen et al, 1996). 
Furthermore Laungani (1999) stated that in India people live in extended family networks 
where relationships are maintained on a hierarchical basis. On important issues family 
members meet with one’s sub-community and decisions are taken. Given the 
socialization of this population based on a hierarchical order, it would be difficult for an 
Indian client to accept a therapeutic relationship based on the premise of equality.
The practitioner is often perceived as being the expert and the client expects to be advised 
as to what to do. One participant for example described the relationship between the 
doctor and the patient as... “the doctor is the specialist, he or she is the God, that is very 
much respected and on a higher level.” While some Western clients would be willing to 
look into their inner world and arrive at an understanding of their conflicts with minimal 
assistance from the therapist, this would be impossible for Indian clients (Laungani, 
1999). Because they see the counselling psychologist as the expert and expect to be cured 
from psychological therapy, they want to be directed at every stage in their attempts at 
seeking the cure. This however would seriously violate some of the fundamental 
assumptions of a number of theoretical approaches and the practitioner would need to 
make some compromises.
Another important aspect of cultural information has been considered to be the 
circumstances they arrived in Britain and how this has affected them. Eleftheriadou 
(1999) proposed some common psychological issues for ethnic minorities including how 
the sense of self was before moving and reasons for moving to another culture, primary
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stress and dislocation, the acculturation process, racism, links with the home country, 
whether their stay is permanent or temporary.
All these experiences are related to identity development. People react differently to 
cultural moves taking different amounts of time to adjust. It is therefore important to 
explore to what extent the person feels able to reconstruct or recreate part of their 
environment in the new country. Through psychological therapy the practitioner can 
facilitate the client’s psychological exploration of their cultural or ancestral heritage 
(Eleftheriadou, 1999).
MSA revealed that there is no obvious demographic factor or preferred theoretical 
orientation that pulls practitioners together. Furthermore although it has been suggested 
that more experienced clinicians tend to resemble each other more compared to the less 
experienced (Fiedler, 1950), years of experience did not seem to affect the clustering of 
individuals. Taking a closer look at the elements that differentiate these groups it seems 
that two distinct approaches to multicultural clients can be identified and a third one that 
lies somewhere in the middle and shares some common characteristics with the other 
two. One type that takes into account specific cultural information, such as language 
difficulties, importance of family, view of counselling/ mental illness/ disability in 
relation to cultural background and others. A second type that acknowledges the 
significance of culture and race but concentrates on the individual experiences, and the 
way the individuals perceive themselves, their culture, race and ethnicity. Experience of 
racism seems to be an important factor for the second type. The fact that some issues 
were thought to be significant for all groups, such as identity related issues cultural issues 
related to the assessment, the therapeutic process and the relationship with the therapist 
and finally the degree of adherence to their cultural beliefs, highlights that what 
differentiates the three groups is the extent that they look into specific information.
Although psychotherapies are based on differing theoretical standpoints the majority of 
them arise from a Western perspective about the mind, the emotional distress and the 
healing processes (Lago & Thompson, 1996). Therefore the counselling psychologist
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needs to develop an understanding of the cultural meaning of the degrees of directiveness 
and involvement and negotiate the goals of therapy. (Bhugra & Bhui, 1998). This may be 
related to the fact that in this study theoretical orientation did not distinguish the 
practitioners in terms of their approach to multicultural counselling. Irrespective of their 
preferred way of working participants have agreed that one of the most important issues 
is to be alert to the cultural background and be prepared to adopt the goals of therapy.
Traditional training programmes have perpetuated existing theoretical bases of 
psychotherapy (Leach & Carlton, 1997) and relatively little time and attention is spent on 
cultural awareness issues (Littlewood, 1992). As a result practitioners rely heavily on 
their personal experiences, and motivation to develop sensitivity in multicultural issues. 
This may be an alternative explanation for the conclusions of this research. Thus if 
training or practitioners’ culture/race/ethnicity do not determine the way they view 
multicultural counselling then there must be other factors that are important, such as life 
experiences, personality characteristics, or a combination of all these. As Lago & 
Thompson (1996) suggest the nature of the persons who become psychotherapists further 
complicates the relationship between theory, practice and culture.
Placing the findings of this study within the perceptual schema model (Ridley et al, 1994) 
it seems that the practitioners’ cultural schemata serve the role of making them alert to 
the difference. Ridley et al (1994) suggested that further research needed to investigate 
the type of knowledge framework the practitioners should have in order to formulate 
cultural sensitivity schemata. In fact this study suggested specific areas of cultural 
information that the therapists take into consideration and therefore it is assumed that this 
knowledge forms their cultural sensitivity schemata. However the fact that the second 
type did not acknowledge this cultural information implies that either the application of 
cultural perceptual schema only makes the practitioners alert to the difference or there are 
different cultural schemata that facilitate therapeutic work with multicultural populations.
The results of this study seem to have implications for the construct of multicultural 
competence. Although Sue et al (1992) and Arredondo et al (1996) operationalize
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multicultural competence in terms of 3 (characteristics) x 3 (dimensions) matrix it seems 
that it is a multifaceted concept defined in different ways by different groups of 
practitioners. This does not necessarily imply a generic approach to multicultural 
counselling psychology as for some people specific cultural information seems to be 
important.
Furthermore results partly reflect the debate in multicultural competence literature, as to 
whether it is necessary to have specific skills to work with multicultural populations or 
whether practitioners must focus on the universality of human experiences (Sue et al 
1992; Pedersen, 1991). Whether one approach is more effective than the other is not 
known. Future studies need to explore that.
Implications for training courses
Since other factors than demographics or preferred theoretical orientation affect the 
practitioners’ approach to multicultural counselling psychology it is therefore suggested 
that training courses should encourage the exploration of the trainees’ own style in 
relation to their idiosyncrasies. Multicultural issues need to be taught in terms of cultural 
awareness and self-scrutiny so that the trainees gain an insight of their personal 
assumptions, prejudices, values and belief systems while being aware of the difference. 
Being aware of their own assumptions the trainees can decide whether they consider 
necessary to take into account specific cultural knowledge.
Limitations of this study and suggestions for future research
One of the limitations of this study was the variability in the sample with regards to 
different characteristics such as years of experience. Although both qualitative and 
quantitative approaches seek to be systematic quantitative methodologies require a more 
precise way of data collection (Kazdin, 1998). The reasons why Type II participants were 
grouped together in the MSA plot may reflect unknown confounding variables that have 
not been systematically controlled. For example it would be possible that the less
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experienced practitioners did not mention some issues because of their limited experience 
rather than their similarities with the other participants in the same group. The MSA 
however could not possibly examine that as it groups together individuals in terms of 
their profiles. The small sample size and the gender bias of the sample may have 
implications for the gereralisability of the findings.
Due to the problem of limited research in multicultural approach to psychological therapy 
it was unknown what the results would be. Because there was no base to guide the 
directions of this study it was necessary to ask general questions about multicultural 
counselling and how practitioners describe their experiences with multicultural 
populations. It was not possible to explore more specific aspects of multicultural 
sensitivity. Based on these findings future research should concentrate on exploring the 
different approaches to multicultural counselling and especially focus on practitioners’ 
personality characteristics, experiences to investigate the degree that affect the way they 
view multicultural sensitivity.
Future research should also concentrate on multicultural clients’ experiences of 
psychological therapy and explore how they perceive therapy, what qualities and 
characteristics they expect from the therapist in order to feel understood. Comparing 
these results with the practitioners’ experiences it would be possible to have a holistic 
view on what constitutes multicultural sensitivity.
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Appendix 1
Interview Schedule
1. when you first meet with a client what are some of the issues that you take into 
consideration?
If they mention culture then I ask them to concentrate on culture
If they don’t mention culture then ask them what do they think about culture.
2. what cultural information do you take into consideration?
a. If they find difficult to take generally ask them to give specific examples fi"om their 
work with m. clients.
b. If they say that it is not always appropriate or necessary or depending on the 
presenting problem acknowledge that and specify that it can be info that they use 
either in their formulation or the process. Ask for examples with m.clients.
Prompts:
Client-^ Definition of abnormality 
helping modes 
-> religion
-> acculturation level/ level of integration of values of British culture
-> language difficulties
-> role of counselling in their culture of origin
-> societral beliefs about client’s culture
-^awareness of any other political issues
Awareness of oneself
-> awareness of own cultural heritage
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awareness of own attitudes/ stereotypes 
-> awareness of own acculturation level 
awareness of language difficulties
c. if they distinguish between cultures acknowledge that and ask them to elaborate. 
How does this affect their understanding/ practice
3. Ask either if they answer the initial question straight away and after I use a or b-^
Are there any other issues that you would take into consideration. Ask until they say that 
they can’t think of anything else. Use of prompts only if they are completely stuck.
If they are talking generally until now ask them to give specific examples
i f  they refer to any o f the prompts encourage them to expand.
4. How would you integrate this information into your practice
If they find difficult ask for examples from their work with m. clients.
a. If this is apparent through examples they used acknowledge that and ask them to 
elaborate on that.
b. if an issue of similarity arise acknowledge that and ask to elaborate on that, whether 
they think it is necessary or not.
c. if they distinguish between cultures acknowledge that and ask them to elaborate. How 
does this affect their understanding/ practice
Prompts
Being comfortable with differences
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Take into consideration culture in assessment and formulation
Understanding of process
Find ways to enrich my understanding of culture
How much do I discuss culture with client
Suggest referral if appropriate
I f  they are talking generally until now ask them to give specific examples 
i f  they refer to any o f the prompts encourage them to expand.
5. What do you think/ what is your opinion about/ how do you feel about the terms 
cross-cultural sensitive and cross-cultural competent practitioner
a. how would you describe the cross-cultural competence
b. cross cultural sensitivity
6. Do you believe that some approaches encourage more the integration of cross-cultural 
issues than others?
7. Do you believe that we must have a separate cross-cultural approach or not?
8. would you like to add anything that you think is important and has not been covered?
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Appendix 2
Issues identified related to cultural information and direct quotes
Issues Direct Quotes
1. cultural beliefs and degree of 
adherence
.. .you’d ask about their ethnic background and when 
they were born, where, and where they grew up. 
Also religious influences, particular cultural 
influences, how strongly they adhere to their 
background, certain customs...
2. language difficulties ...if the person had language difficulties I would 
think of an interpreter... but the actual use of specific 
words which doesn’t directly translate from English
3. view of mental 
illness/disability as stigma
... a lot of cultures have a stigma towards 
psychological problems...
4. view of mental 
illness/disability in relation to 
culture/religion
People who have strong religious beliefs sometimes 
might be difficult to differentiate them from 
delusional beliefs...one has to understand carefully 
whether they are part of norm of that particular 
church or whether they suggest a problem in terms 
of someone is passive and fatalistic
5. view of counselling Gave example about a .. .lady. She felt that therapy in 
one-to-one basis was alien to her culture...didn’t feel 
ready to open up at the first stages.
6. importance of family ...in more Oriental cultures, in the Middle East 
cultures as well they tend to seek support within the 
family, not necessarily in a psychological way but to 
keep things within the family and they don’t like sort 
of strangers coming in...there is like duty, obligation 
that the family is going to be there as support 
system...
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7. family structure She gives example of someone from .... he was 
married but he had to support financially his family 
of origin...I had the impression that this was quite 
common in ....
8. view of the practitioner ...it also made me think about the relationship 
between a therapist and a client, a doctor and a 
patient. That it’s very much at least in ....culture the 
doctor is the specialist, he or she is the God that is 
very much respected and on a higher level...and you 
don’t question the therapist, you don’t question the 
doctor.
9. Western culture -other cultures Individualism is one of the distinguishing features of 
the western culture...when one turns to Indian 
culture one finds that the concept of individualism 
has little meaning among the people of that 
culture...
10. cultural bias in assessment In doing cognitive assessments the WAIS scale is 
known to be culturally biased...a lot of the 
information are UK, British, Western. She gives an 
example of a Thai lady. She did standardized WAIS- 
low average. Partly because of language difficulties, 
partly because of highly ethnic/culturally biased 
aspect of WAIS. Taking all that into account she’s 
probably of much higher functioning...learning 
difficulties could be excluded...(same lady) maybe 
she as psychotic delusions, in this situation we say 
perhaps it is acceptable it is understandable in her 
culture.
11. circumstances they arrived Some have come from a different place and they’ve 
arrived in a particular way. The way they come may 
be very important information, if they come at a very
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early age, and they have to experience separation 
from their country of origin or someone who was 
close to them and has been left behind.
12. experience of racism The reality is lots of people have experienced a 
degree of racism as well and I think that can be 
incredibly exposing I think can impact people 
hugely...
13. identity related issues ...1 suppose the people that found themselves 
somewhere else voluntarily, either go to University, 
or adventure, or got a job, in a way on the face is a 
very different set of circumstances. But again they 
don’t anticipate the shock to their own identity 
....whether they are longing to go back, whether 
they expect to go back, where they see their future... 
this is important information, those things are all 
about identity to a certain level as well, whether 
people want to readopt their identity or whether they 
don’t want to take any identity of this place.
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Appendix 3
Issues identified related to integration of cultural information into practice and 
direct quotes
Issues Direct Quotes
1. use of tests When 1 think about the tests to use 1 think about how 
valid they are in terms of culture... 1 exercise caution 
when 1 interpret the results-perhaps less valid.
2. assessment 1 take more time...understanding about their beliefs, 
particular customs, particular cultural influences 
they might bring...
3. find out information about 
cultures
By reading. For me it just happened ad hoc. If I had 
an.. .lady I’d ask people whether they know anything 
from that background, whether I could speak to them 
and ask for some advice
4. expand your knowledge on 
cultural issues
...recently I attended a training day on racism 
awareness... I have attended other training in the 
past...
...supervision is something else that I take into 
consideration...
5. therapeutic process and 
culturally related issues
From a western culture the goal would be for her not 
to be so dependent, not to be so hopeless and for her 
to seek her own goals and stand on her own 
feet...she would be very alien in her culture.
6. bring a family member to assist ...in those situations I often sought help from family 
members who they can trust and rely on...
7. help them to make the right 
moves to the right agencies
...other role with refugees, apart from therapist help 
them to make the right moves to the right agencies.
8. practitioner and culturally 
related issues
...I also think about how they might se me...not 
being English, White how that might influence, will
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they find it inhibiting? Do they have any 
assumptions?
...if you as a therapist have not asked yourself big 
enough questions about your own prejudices then of 
course that can be very dangerous...
9. make extra effort making sure 
they understand what therapy is 
about
With people from different ethnic origins where 
psychological therapies aren’t the norm then I would 
make extra effort making sure that they understand 
what psychological therapy is all about and whether 
they feel that that’s something they wish to engage 
in.
10. other support networks ...she was going to clubs run by and for older black 
people. They were quite supportive. They were quite 
a resource for her...and her church...again that sort 
of cultural information...
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Appendix 4
Issues related to whether some approaches
encourage integration in cross-cultural therapy and direct quotes
Issues Direct Quotes
1. psychodynamic therapies are 
more heavily western
...psychoanalytic therapy is a bizarre concept, 
alien, doesn’t fit in...doesn’t work for...people, it 
focuses on individual neurosis, it focuses on the 
problem and magnifies it.
2. it depends on the practitioner to 
adopt the approaches in a 
culturally sensitive way
Contrasts CBT-psychodynamic.. .1 would think that 
it is down to the practitioner more to use and adopt 
them in a culturally sensitive way rather than one 
model being better at it than another.
3. it is important to acknowledge 
the influence of external factors/ 
current experiences
...internal world is very much the focus of 
psychoanalytic work... it is very difficult to give 
importance to racial/cultural experience...clearly it 
is a struggle the emphasis on the internal and not 
giving much importance to things like historical, 
socio-political issues...
4. existential approach encourages 
more the cultural issues
Traditional psychoanalytic approaches may be an 
inclination to pathologize behaviour...working 
existentially cultural issues are integrated
6. humanistic approach is more 
open to cross-cultural issues 
because it is client-centred
...I prefer the humanistic approach. I think is more 
culture friendly because it focuses on the person.
5. some behavioural techniques 
may be inappropriate for some 
cultures
It may be bizarre for some cultures to sit down 
close their eyes and try to do relaxation...some 
behavioural techniques may be inappropriate for 
some cultures.
7. the relationship is very 
important
...I would think that the relationship is the most 
important.
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8. CET is less culturally biased ...whereas something like CBT I find more 
acceptable and less culturally biased, loaded...
9. integrative approach is very 
useful because it meets the client 
where they are
...for me I believe that integrative approach not in 
an eclectic way but trying to see the client’s 
needs...I find it very useful because it meets the 
client where they are..
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Appendix 5
Profiles of participants in terms of their responses in the interview
Cultural information
T1 T2 T3 T4 T5 T6 T7 T8 T9 TIG T il  T12 T13
P2
P3
P4
P5
P6
P7
P8
PIG
Integration into practice
T1 T3 T4T2 T5 T6 T7 T8 T9 TIG
PI
P3
P4
P5
P6
P7
P8
P9
PIG
151
Approaches
T1 T2 T3 T4 T5 T6 T7 T8 T9
P2
P3
P4
P5
P6
P7
P8
P9
PIO
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Development of the multicultural sensitivity questionnaire: 
initial factor structure of multicultural sensitivity
Abstract
This research report presents the development of the Multicultural Sensitivity 
Questionnaire, an instrument that measures multicultural sensitivity in terms of its 
underlying dimensions. This 28-item scale has been developed based on the themes of 
a previous qualitative study (Vallianatou, this volume). Four vignettes were also 
constructed that varied from high adherence to cultural issues to medium adherence to 
low adherence and a control group. The participants were instructed to complete the 
questionnaire in relation to the vignette. Exploratory factor analysis with orthogonal 
rotation on the responses of 155 participants indicated 3 factors: cultural awareness 
(CA), linguistic competence (LC) and acculturation level (AL). No demographic 
variables were found to be statistically significant between the three experimental and 
the control groups. A significant difference between the type of group and the three 
subscales indicated that the instrument differentiates between varying degrees of 
adherence to cultural issues. The utility of this scale is discussed in relation to 
counselling psychology.
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Introduction
Mainstream psychology and psychotherapy is grounded in a Western perspective 
about the person, the mind, mental illness and emotional distress. As a result its 
applicability to minorities has been seriously questioned (e.g., Bhugra & Bhui, 1998; 
Sue, Carter, Casas, Fouad, Ivey, Jensen, LaFromboise, Manese, Ponterotto, & 
Vasquez-Nutall, 1998). The multicultural perspective and cross-cultural psychology 
have emerged from the recognition that culture plays a significant role in human 
behaviour (Moghaddam and Studer, 1997).
Definitions of culture vary enormously in the literature. Some favour broader 
definitions that include demographic and status variables, with the ethnographies 
(e.g., Pedersen, 1991), whereas others prefer narrow definitions that concentrate on 
nationality and ethnicity (e.g., Triandis, 1996). Furthermore, other definitional 
problems may be related to whether culture is defined in terms of shared behaviours 
(Goodenough, 1970); shared cognitive systems (Goodenough, 1981); meanings (Pelto 
& Pelto, 1975); or shared symbolic systems (Geertz, 1973).
Related to the definitional variation is the emergence of distinct approaches to 
multiculturalism. Pedersen (1991) sees multiculturalism as relevant to all counselling 
encounters. Pedersen (1991) places culture in a broader context and argues that 
multiculturalism constitutes a “fourth force in counselling” (p. 6), complementary to 
behaviourist, psychoanalytic, and humanistic frameworks. Powers & Richardson
(1998) see multiculturalism as a social-intellectual movement, a moral force within 
psychology that aims to promote diversity so that all cultural groups are treated on an 
equal basis and with respect. Furthermore, multiculturalism informs psychological 
theory, research and practice in such a way that they have the opportunity to reflect on 
their universal appropriateness and change accordingly.
Sue et al (1998) view multiculturalism as both a philosophical and practical 
movement. Furthermore they suggest that although “the philosophical basis of 
multiculturalism is related to postmodernism, the practical orientation speaks to the 
practice of individual, institutional, and societal changes that provide for equal access 
and opportunities for all groups in our society” (p. 6). Multicultural counselling and
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therapy is a metatheoretical approach that takes into consideration the cultural context 
of the theories of helping and their implications in a therapeutic relationship in which 
the participants are from different cultural backgrounds (Sue et al., 1998).
In practical terms the multicultural movement attempts to delineate what constitutes 
multicultural competence. It seems that there is no single or simple answer in the 
literature. One of the differences between the approaches is the extent that they focus 
on specific cultural information. This is closely tied to the emic-etic debate. Emic 
studies mostly concentrate on the cultural aspects of a phenomenon, whereas etic 
approaches espouse the universality of the phenomena (Draguns, 1997).
Multicultural counselling competencies in the literature
Multicultural counselling practitioners are “professionals who possess the necessary 
skills to work effectively with clients from various cultural/ethnic backgrounds” 
(Holcomb-McCoy & Myers, 1999, p.294). In the United States Sue, Bernier, Durran, 
Feinberg, Pedersen, Smith, & Vasquez-Nuttall (1982) developed a list of multicultural 
counselling competencies. In 1992, Sue, Arredondo, & McDavis expanded the 
original 11 competencies to 31 and in 1996 Arredondo, Toporek, Brown, Jones, 
Locke, Sanchez, & Standler operationalized them in measurable terms and Sue et al 
revised them again in 1998. Several divisions of the American Counselling 
Association and the American Psychological Association approved the proposed 
competencies, which provided the practitioners with a rationale and a framework to 
work with multicultural clients.
Multicultural competences consist of three dimensions: counsellor awareness of own 
assumptions, values, and biases; understanding the worldview of the multicultural 
client; and developing appropriate intervention strategies and techniques. Each 
dimension is manifested in beliefs and attitudes, knowledge and skills (for a more 
detailed description see Sue et al, 1992 or Arredondo et al, 1996, or Sue et al, 1998).
In the United Kingdom, the predominant minority ethnic groups come from India, 
Pakistan, the West Indies, Africa, Cyprus, and Turkey (Eleftheriadou, 1999). Alladin
(1999) highlights some of the problems that may arise from the differences between
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western and eastern thinking and proposed a framework “using the ethnomedical 
model of Ahmed and Fraser (1979) as a conceptual tool for transcultural counselling” 
(Alladin, 1999, p. 99). The model has 9 dimensions. Alladin (1999) proposed that the 
most important dimensions are: individual’s sickness conception, causal/healing 
beliefs, well-being criteria, and body function beliefs.
Laungani (1997) suggests that client-centred counselling must be replaced with 
culture-centred counselling in order for the model to be applicable to both white and 
ethnic minorities living in Britain. He argues that the main assumptions of client- 
centred counselling are problematic if used with clients from non-Western cultures, 
especially those from India. To give an example, the concept of individualism 
embedded in Western society and client-centred counselling has little meaning for 
individuals from India, because India has always been a community-based society 
where people live in extended family networks (Laungani, 1997). Other implicit 
assumptions that seem to be problematic are: the acceptance of personal 
responsibility, emotionalism, and the therapist as the expert (Laungani, 1999). For the 
therapist to be competent she/he needs to have some knowledge and understanding of 
the client’s culture and adjust her/his practice.
In addition several models have been proposed to help practitioners to understand and 
work effectively with multicultural populations. Most of these models are usually 
culture-specific and thus propose interventions for different cultural groups. Implicit 
is the assumption that effectiveness is related to the development of distinguishing 
interventions devised for different cultures. Casas & Vasquez (1996) for example 
provided a demographic overview of the Hispanic population in the United States and 
a counselling framework to work with this client group. The framework consists of 3 
dimensions: the counsellor, the client, and the counselling process. The first category 
refers to the awareness that the counsellor must have of her/his own assumptions and 
biases and not ascribe universal value and importance to factors such as 
individualism, competition, or the nuclear family structure. The second category 
refers to the client and focuses on the role of Hispanic culture in the client’s 
psychological development. Finally the third dimension focuses on the counselling 
process and the kind of interventions that are more appropriate with this population.
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An extensive review of all the existing models in multicultural counselling 
psychology literature is beyond the scope of this project. The common theme in all 
these models is the influence of culture in the person’s development and presenting 
problems, the need to be aware of any biases coming from Western society and the 
importance of holding a flexible approach that will allow the integration of cultural 
information with one’s practice.
Existing instruments of multicultural competencies
The CCCI-R (Cross-Cultural Counselling Inventory-Revised, LaFromboise, Coleman 
& Hernandez, 1991) measures cross-cultural competence. LaFromboise et al (1991) 
based their 20-item instrument on the theoretical framework proposed by Sue et al 
(1982) and identified three factors associated with multicultural counselling 
competencies: cross-cultural counselling skill, sociopolitical awareness, and cultural 
sensitivity. One of the limitations is that a small number of participants (N=86) took 
part in this study, which used factor analysis to explore the main constructs of 
multicultural competence. Furthermore university students have completed the 
instrument, which implies that we have to be cautious in generalizing the findings to 
other populations.
The MCAS-Form B (Ponterotto, Sanchez, & Magids, 1991) is a 45-item self-report 
scale that extends the work of LaFramboise et al (1991). Ponterotto et al (1991) have 
presented two factors: knowledge-skills and awareness. Furthermore exploratory 
univariate analyses showed that the MCAS-Form B discriminated experts in 
multicultural counselling from graduate students.
D’ Andrea, Daniels & Heck (1991) designed an instrument (MAKSS, Multicultural 
Awareness-Knowledge and Skills Survey) to investigate the impact of a training 
course. In that sense the MAKSS was developed to assess changes in a person’s level 
of multicultural counselling development. The instrument’s items were divided into 
three a priori subscales. The derived three subscales corresponded with their 
multicultural training course objectives of awareness, knowledge and skill. Again one 
of the limitations of this questionnaire was the small number of participants (N=90).
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Participants were graduate students, which means that the findings are not easily 
generalized.
Finally the MCI (Multicultural Counselling Inventory, Sodowsky, Taffe, Gutkin & 
Wise, 1994) is a self-report measure of multicultural competence also based on the 
basic training guidelines proposed by Sue et al (1982). By contrast Sodowsky et al 
(1994) have proposed four factors: multicultural counselling skills, multicultural 
awareness, multicultural counselling relationship, and multicultural counselling 
knowledge identified from exploratory factor analysis and confirmed by confirmatory 
factor analytic procedures.
All of these instruments have been developed in the United States. Their development 
is based on the competencies proposed by Sue et al (1982) and their aim is to measure 
multicultural counselling competencies. Each one of them however has its limitations. 
Furthermore one of the major limitations is that they all use the same theoretical 
framework, which has not been validated on a pragmatic basis.
Theoretical framework and rationale of the present study
The theoretical frameworks in this study will be based on the discussion of d’Ardenne 
and Mahtani (1989) about culturally sensitive practice, taking into consideration the 
multicultural client and the perceptual schema model of cultural sensitivity proposed 
by Ridley, Mendoza, Kanitz, Angermeier & Zenk (1994).
Ridley et al (1994) defined cultural sensitivity as the ability of the therapist to acquire, 
develop and use an accurate cultural perceptual schema in the encounter with a 
multicultural client. Such a schema must be realistic, flexible, and receptive of many 
modes o f information. More specifically Ridley et al (1994) proposed that the schema 
serves to alert the practitioner to cultural stimuli, organises the information within the 
schema to improve her/his understanding of cultural variables in counselling and use 
the schemata to organise information so that it is relevant to the treatment goals and 
culturally responsive interventions. In other words a schema emphasizes people’s 
active construction of reality (Fiske and Taylor, 1991). Therefore a potential
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hypothesis would be that the greater the multicultural experience the higher the 
cultural sensitivity.
A number of suppositions underlie Ridley’s et al (1994) model: each individual is a 
member of a number of different groups in a unique way. Members of the same 
culture have similar culturally specific information-processing systems. The 
practitioner must check out whether specific information about membership in 
particular groups is relevant to the individual person. Cultural sensitivity is a 
perceptual process that is prerequisite for culturally responsive behaviours.
d’ Ardenne and Mahtani (1989) view cultural knowledge in terms of experiences and 
information that is necessary when practitioners see clients from other cultures. In 
their discussion about cultural sensitivity interaction between client and therapist and 
other resources are emphasized.
Both theoretical frameworks are similar in terms of considering the interaction 
between the culture and the individual rather than conceptualizing culture as the cause 
of the client’s problems. A theoretical framework which combines the model of 
cultural sensitivity as a mental representation (schema) with the consideration of the 
interaction between the therapist and the multicultural client or the therapist with 
other resources (d’Ardenne & Mahtani, 1989) seems to be a more adequate guide for 
the culturally sensitive practitioner.
Rationale for the study and research questions
Although multicultural cultural sensitivity and competencies have been used 
interchangeably in the literature it is expected that these terms reflect different but 
possibly related constructs. The purpose of this study was to develop a questionnaire 
that will measure multicultural sensitivity in a sample of counselling and clinical 
psychologists in the United Kingdom. Furthermore the questionnaire was designed to 
be flexible to the different clients and the extent that they adhere to their culture. Also, 
the relationship between cultural sensitivity and background (i.e., professional 
training, years of experience with multicultural clients, gender, etc) of the participants 
is investigated.
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Since multicultural sensitivity has not been measured in Britain in such a way this is 
an exploratory study seeking to describe its principal constituents. There are four 
differences between this questionnaire and the existing ones. Firstly this questionnaire 
was designed to measure multicultural sensitivity. The relationship between 
multicultural competencies and sensitivity is still not clear. Secondly, the existing 
measurements have been developed in the United States. Thirdly, the theoretical 
framework is different. Finally the methodology in the process of developing the 
instruments differs. The existing measurements have been based on the guidelines as 
to what constitutes cross-cultural competence (Sue et al, 1992; Arredondo et al, 
1996), whereas this questionnaire has been developed from the themes that emerged 
from a previous qualitative study interviewing practitioners as to what they consider 
important when they have clients from diverse ethnic populations (Vallianatou, this 
volume).
Very few empirical studies have examined whether there is a need or not for a 
different set of skills with multicultural clients (Coleman, 1998). Preliminary 
investigations indicate that general counselling skills differ from skills in multicultural 
counselling psychology (Coleman, 1998). This implies that a practitioner who is 
sensitive to the client’s culture will show greater degrees of empathy and will form 
stronger therapeutic alliances. Before investigating further the relationship between 
cultural sensitivity and empathy or stronger alliance it is first important to establish a 
reliable measure of cultural sensitivity, which is the focus of the present study. 
Investigating the dimensions of multicultural sensitivity seems to be very important, 
especially for the implications it has for the training of counselling psychologists.
For pragmatic reasons it has not been possible to explore the relation between 
empathy, stronger therapeutic alliance and multicultural sensitivity, which can be the 
focus of future research. Also it would be very difficult to recruit multicultural clients 
in order to investigate what they consider as positive and negative in a multicultural 
therapeutic relationship within the time limitations; the present study investigated 
therapists’ views. It is suggested that future research needs to explore clients’ 
perceptions of multicultural sensitivity and compare this with therapists’ perspectives 
so that the concept of multicultural sensitivity can be validated or reformulated if 
necessary.
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Method
This study aims to develop a questionnaire that describes multicultural sensitivity in 
terms of its underlying dimensions.
Participants
Five hundred participants were initially recruited from the Register o f  Chartered 
Psychologists (BPS, 1998/99) using a simple random sampling strategy (e.g., Fife- 
Schaw, 1995). In particular a sampling interval approach has been used to select the 
500 potential participants from a sampling frame of 2674-chartered counselling and 
clinical psychologists listed in the Register. The sampling interval in the present study 
is 5. The first digit between 1-5 has been chosen from a table of random numbers (de 
Vaus, 1996, p. 63). One hundred fifty one participants returned the completed 
questionnaire (30.2% response rate).
No follow up letters or questionnaires were sent due to the lack of additional funds. 
However due to the low response rate an additional 120 questionnaires were 
distributed to individuals who attended the Division of Counselling Psychology 
Conference (Liverpool, 2000) as well as in one psychology department using the 
snowball sampling technique (e.g., Fink, 1995). Forty-three completed questionnaires 
were returned (36%) comprising a total number of 194 questionnaires. Eleven 
questionnaires (2.2%) have not been included in the analysis either because they have 
been returned incomplete or because they were unsuitable participants for the 
purposes of the study.
The use of vignettes
Surveys have often been criticized that the questions asked are too abstract and as a 
result people tend to answer ‘it depends’ (e.g., Alexander & Becker, 1978; de Vaus, 
1996). Another limitation of surveys has been that “participants tend to make up their 
own context and answer in relation to this. But each person makes up a different 
context, which means that each person is effectively answering a different question” 
(de Vaus, 1996, p. 90). The use of vignettes has been suggested as one solution to
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overcoming these difficulties (e.g., Alexander & Becker, 1978; de Vaus, 1996). 
Vignettes are short descriptions of a situation or person, which contain information 
that is considered to be important in the decision-making or judgement-making of the 
participants (Alexander & Becker, 1978) (the vignettes are in appendix 1).
There are several reasons for choosing the vignette method in this survey. First, with 
the use of vignettes it became possible to have at least some standardization of the 
context according to which participants responded. Different versions of the same 
basic vignette were randomly distributed to the participants in the study. Second, the 
use of vignettes aided in analysing the effects of varying cultural characteristics on 
participant’s judgements (e.g., Alexander & Becker, 1978). Finally another reason for 
using the vignette methodology has been that in a previous qualitative study 
(Vallianatou, this volume), which explored multicultural sensitivity, participants 
emphasised the need to always take into consideration the extent that the client 
adheres to her/his culture.
In the present study the purpose of the vignettes was to develop a story in which the 
cultural issues would be more or less relevant for the client. Four different vignettes 
were constructed following specific guidelines for developing a set of related 
vignettes by de Vaus (1996). The 4 vignettes varied from high adherence to cultural 
issues to medium adherence to low adherence and a control group. The following 
features remained the same in all 4 vignettes: age of the client; gender; status 
(married, housewife); age of husband and child; reason for moving to London one 
year ago; level of education; presenting problem; background history. The following 
characteristics varied: ethnicity of husband; where they lived before the move; where 
she and her parents were bom and lived; religion of the family of origin; school; 
ethnicity and gender of friendships at school; customs about sexual behaviour and 
marriage in the client’s culture. The client in the vignette that constituted the control 
group was similar to a person from the mainstream culture. The details in the 
vignettes were chosen to be as real as possible. For example the “Pakistani’ culture 
was preferred because it is one of dominant minority ethnic groups in Britain 
(Eleftheriadou, 1999).
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Questionnaire design
The items in the questionnaire derived from a previous qualitative study that 
investigated multicultural sensitivity in a sample of 10 practitioners who had 
experience with multicultural populations (Vallianatou, this volume). Participants 
were asked to identify: a. what they consider important when they work with 
multicultural clients and b. how they integrate any relevant information with their 
practice. Their responses to these questions were used to develop the items of the 
questionnaire. The content analysis of the responses revealed 13 issues in the first 
question and 10 in the second. Their frequency ranged from 10-2 in the first question 
and 10-1 in the second (Vallianatou, this volume).
It is important that all questions in a scale tap the same underlying concept (de Vaus, 
1996) while distinguishing “between people who fall at different points along an 
attitude continuum” (de Vaus, 1996, p. 252). Also Moser & Kalton (1981) mention 
that in designing a questionnaire there is a temptation to ask everything that may turn 
out to be interesting. However this should be avoided because a lengthy questionnaire 
is presumed to affect the morale of the respondent and as a result the response rate. It 
has therefore been chosen to use the issues that have been suggested by 50% of the 
participants.
From the question that investigated the important cultural issues in therapy with 
multicultural clients the following issues have been mentioned by more than 50% of 
the practitioners: cultural beliefs and degree of adherence to them, family structure, 
the circumstances that the clients arrived and for how long they have been here, 
identity related issues, and language difficulties. From the second question asking 
participants to indicate how they would integrate the information with their practice 
the following issues have been used: therapeutic process and culturally related issues, 
considering the cultural difference between the practitioner and the client, taking 
culture into consideration when assessing a client, and expanding one’s knowledge on 
cultural issues. Items that were considered marginal have not been used to produce 
items in the scale (Moser & Kalton, 1981).
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Thirty questions were initially included in the questionnaire. The questions were 
ordered so that the easier and more concrete ones went first followed by the most 
difficult or abstract. Also the demographic questions were included in the end (de 
Vaus, 1996). Each item was rated as a 5-point Likert scale fi*om extremely important 
(1) to not at all important (5) (Oppenheim, 1992). The layout of the questionnaire was 
selected from a number of options (Moser & Kalton, 1981).
The questionnaire with the vignettes (high adherence, medium adherence, low 
adherence) was piloted. Every single item in the scale, the instructions, the layout and 
the vignettes were piloted (Oppenheim, 1992). After having piloted the questionnaire 
and the vignettes 2 items were eliminated, a number of items were slightly rephrased, 
and the layout was changed completely. The control group was introduced and the 
vignettes were rephrased so that the differences in the adherence to the culture 
became more obvious. Also a ‘not relevant’ category was introduced in the Likert 
scale (now scoring between 1-6). The rationale behind introducing the ‘not relevant’ 
category was that if a scale aims at discriminating the issues that are relevant to the 
client then it should include a ‘not relevant’ category, as not all the issues will be 
relevant for each multicultural client. The questionnaire and the vignettes were piloted 
again and no further corrections were considered to be necessary (Appendix 2).
Procedure
All the participants were randomly assigned to four groups. Each participant received 
the vignette with the questionnaire, a cover letter to explain the purpose of the survey 
and give specific instructions, and a pre-paid self-addressed envelope.
Data analysis procedures
Chi-squares and one-way ANOVAs have been carried out to ensure that there is no 
effect of the demographic variables on the responses of the participants. Chi-squares 
have been used to explore the relationships between type of group and the 
demographic variables (gender, occupation, and ethnicity). One-way ANOVAs were 
carried out to investigate the relationship between the type of group membership and 
age of the participants, years of practice and years of experience with multicultural
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populations. One-way ANOVAs were also carried out between every single item in 
the questionnaire and the type of group membership to identify whether there are any 
differences in the participants’ responses. Finally exploratory factor analysis has been 
used to explore the main dimensions of multicultural sensitivity. The use of 
exploratory factor analysis has been considered a powerful tool to determine the 
association between the variables in the initial stages of the development of a 
questionnaire (Kline, 1997).
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Results
Sample details
A sample of 194 participants returned the completed questionnaire. Sixty one (31.4%) 
belonged to the group who had the vignette with the most salient cultural 
characteristics, 54 (27.8%) had the vignette with the medium adherence to cultural 
issues, 40 (20.6%) had the vignette with the low adherence and 39 (20.1%) belonged 
in the control group. One hundred twenty four females (63.9%) and 67 (34.5%) males 
returned the completed questionnaires. The participants’ age ranged from 26-75 with 
a mean age of 45. 3 (SD: 9.2). One hundred seventy one participants described 
themselves as white and 20 as nonwhite. Because of the very low number of the 
participants who belonged to different ethnic groups they were combined into one 
group named nonwhite.
There were 137 clinical psychologists (70.6%), 40 counselling psychologists (20.6%) 
and 7 trainees (3.6%). Furthermore, 5 participants have retired (2.5%), 1 was 
unemployed (0.5%), and 1 reported both a clinical and counselling psychologist status 
(0.5%). The participants’ years of practice ranged from 1-50 with mean: 14.9 (SD: 
9.04). One hundred seventy six (90.7%) participants reported some experience 
working with multicultural populations, while 15 (7.7%) did not have any experience 
at all. The years of experience with multicultural clients ranged from 1-50 with a 
mean of 12.5 (SD: 8.3).
There was no statistical significance between demographic variables and the type of 
group (three experimental and the control groups): gender [x^=  (3, N = 191) = 4.97];
occupation (18, N = 192) = 26.41]; ethnicity \x^= 0 , N = 191) 7.57] ^>0,05 in 
all comparisons.
One-way ANOVÀ revealed no significant relationship between the age of the 
participants from each of the four respondent groups [F(3, 184)=1.04]. Also one-way 
ANOVA found no significant difference between the mean years of practice and the 
type of group [F(3, 185)=1.10]. Finally there was no significant association between
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the years of experience with multicultural populations and the type of group [F(3, 
152)=0.70].
Univariate statistics for individual questionnaire items
The following items revealed non significant associations with the type of group: Q6 
(to understand the structure of a typical family in the client’s culture); Q8 (to take into 
consideration whether the client was bom in Britain or not); Q14 (to be aware of the 
relationships among the members in the client’s family) and Q17 (to be aware of the 
client’s cultural beliefs about sexual behaviour). All other items were statistically 
related in the predicted direction, i.e., the more salient the cultural issues the more 
important they have been considered by the respondents. (For details of the F  values 
see Table 1 below).
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Table 1
F-Values and significance levels for the individual items o f the questionnaire
F P
Item value Value
1. To acknowledge the client’s ethnic background. 32.56 <0.05
2. To integrate any information I have about the client’s culture with their
individual experiences. 6.93 <0.05
3. In the assessment to ask specific questions related to the client’s culture. 5.50 <0.05
4.To question the appropriateness o f my interventions in relation to the
client’s culture. 5.57 <0.05
5. To be aware that the client’s body language may be typical o f their 7.65 <0.05
culture.
6. To understand the structure o f a typical family in the client’s culture. 1.55 >0.05
7. To question my own assumptions relative to the client’s culture. 4.26 <0.05
8. To take into consideration whether the client was bom in Britain or not. 2.16 >0.05
9. To explore whether identity issues are related to their culture. 6.00 <0.05
10. To be aware that not being part o f the dominant culture may affect the 20.10 <0.05
client’s identity.
11. To understand that the experience o f moving to Britain has challenged 45.42 <0.05
the client’s identity.
12. To be aware o f the client’s cultural beliefs about relationships. 10.22 <0.05
13. To take into consideration the length o f time that the client has lived in
Britain to date. 15.90 <0.05
14. To be aware o f the relationships among the members in the client’s
family. 0.65 >0.05
14. To broaden my understanding o f other cultures by acquiring more 
information from either the client or other sources 14.80 <0.05
15. In the assessment to be aware o f the cultural influences on the client’s
behaviour 7.70 <0.05
17. To be aware o f the client’s cultural beliefs about sexual behaviour. 2.52 >0.05
18. To be aware o f the client’s difficulty to communicate thoughts and
feelings in English if  it is not their first language. 35.83 <0.05
19. To take into consideration the client’s religious beliefs. 6.14 <0.05
20. To take into consideration whether the client’s parents were bom in
Britain or not. 7.32 <0.05
21. To understand that the experience o f racial discrimination may affect
the client’s identity. 25.14 <0.05
22. To understand the gender roles in the client’s culture. 3.96 <0.05
23. To take into consideration the length o f time that the client will be in 11.75 <0.05
Britain.
24. To acknowledge the need for interpreter i f f  cannot communicate with
the client in a language that we are both fluent. 26.42 <0.05
25. To consider how the client sees a therapist coming from a different 17.14 <0.05
cultural background.
26. In the assessment to be aware o f any religious beliefs that shape 3.84 <0.05
client’s behaviour.
27. To understand the implications an interpreter has for the therapeutic 25.11 <0.05
process.
28. To bring into the therapeutic relationship the cultural difference 5.89 <0.05
between the client and myself.__________________________________________ _____________
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Factor Analysis
Twenty-eight items were included in the analysis (for a full account of the items see 
appendix 2 questionnaire). The pre-analysis check has ensured the adequate number 
of participants (N=155) for the analysis to take place (Ferguson & Cox, 1993). Also 
the participants-to-variables ratio was estimated to be 5.5:1, which meets the 
recommendation of 2:1 to 10:1 participant/variable ratio (e.g., Gorsuch, 1983). The 
sampling adequacy has been checked using the KMO measurement (KMO=0.87). 
Kaiser (1974) characterizes measures in the 0.80s as ‘meritorious’.
Exploratory factor analysis was performed on the participants’ scores using principal 
component analysis (PGA) using SPSS (v.8). Ferguson & Cox (1993) write that some 
authors have recommended PCA as the first step in the exploratory factor analysis and 
advice that “in order to be consistent with most research.. .principal component 
analysis is used for the purposes of extraction” (p. 90). The control group’s scores 
were excluded from the analysis. The missing values were replaced by means.
The principal component analysis initially indicated 6 factors that accounted for 
65.87% of the variance (eigenvalues greater than one). Given that this solution was 
not easy to interpret three selection criteria have been used to eliminate the number of 
factors to be extracted: the scree test (Catell, 1966), the Kaiser 1 (Kl) rule and factor 
interpretability (Ferguson & Cox, 1993; Hammond, 1995).
The scree test (Cattell, 1966) indicated a 3-factor model (see Figure 1, below). An 
independent rater who has examined the scree test has also agreed on the extraction of 
3 factors (Ferguson & Cox, 1993). Also the percentage of variance explained by the 
3-factor model and the Kaiser 1 rule (eigenvalues greater than one) (Ferguson & Cox, 
1993) supported the decision for the extraction of 3 factors. The eigenvalues for the 3 
factors were 10.17; 2.98, and 1.84 accounting for 36.32%; 10.63; and 6.57 of 
variance.
The 3-factor model has been preferred from the 2-factor model because the 2-factor 
model produces one general factor and a second more specific one, instead of
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producing factors that will indicate areas in the schema that consist of generic 
frameworks. Furthermore the 3-factor model had a simpler structure.
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Figure 1. Scree Plot o f eigenvalues for each factor.
A Varimax rotation has been performed and produced the rotated factor matrix in 6 
iterations. The orthogonal rotation has been preferred because it assumes that the 
rotated factors are uncorrelated (e.g., Kline, 1997). According to the perceptual 
schema model of cultural sensitivity (Ridley et al, 1994) “each area in the schema 
consists of a generic framework that may be applied to understanding any individual” 
(p. 131). Furthermore the orthogonal rotation has been chosen because it provides a 
simpler structure solution (Foster, 1998; Kline, 1997). As multicultural sensitivity is 
not a unidimensional construct the varimax orthogonal procedure has been chosen 
instead of quartimax.
A loading of 0.4 for a variable to define a factor has been chosen (e.g., Ferguson & 
Cox, 1993). The factor loadings for factor 1 were between 0.55-0.71; the factor 
loadings for factor 2 were between 0.49-0.92 and finally for factor 3 they were 
between 0.45-0.82 (see table 2 below for the loadings of the items on each factor).
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Table 2
Factor loadings on the three-factor model using varimax rotation
Item Factor
1
Factor
2
Factor
3
To be aware that the client’s body language may be typical o f their culture .71 — —
To be aware that not being part o f the dominant culture may affect the
client’s identity .69 — —
In the assessment to be aware o f the cultural influences on the client’s
behaviour .67 — —
To understand that the experiences o f racial discrimination may affect the
client’s identity .65 — —
To be aware o f the client’ cultural beliefs about sexual behaviour .65 — “ “
To consider how the client sees a therapist coming from a different
cultural background .64 — —
To be aware o f the client’s cultural beliefs about relationships .63 — —
To question my own assumptions relative to the client’s culture .62 — —
To explore whether identity issues are related to their culture .61 — —
To understand the gender roles in the client’s culture .59 — —
To be aware o f the relationships among the members in the client’s family .55 — —
In the assessment to be aware o f any religious beliefs that shape client’s
behaviour .54 .47 - -
To take into consideration the client’s religious beliefs .54 .52 - -
To question the appropriateness o f my interventions in relation to the
client’s culture .43 — —
To bring into the therapeutic relationship the cultural difference between
the client and myself .43 — —
To be aware o f the client’s difficulty to communicate thoughts and
feelings in English if  it is not their first language — .92 —
To acknowledge the need for interpreter if  1 cannot communicate with the
client in a language that we are both fluent — .92 —
To understand the implications an interpreter has for the therapeutic
process — .90 —
To understand that the experience of moving to Britain has challenged the
client’s identity — .81 —
To take into consideration the length o f time that the client will be in
Britain - - .60 .48
To acknowledge the client’s ethnic background — .49 —
To take into consideration whether the client was bom in Britain or not — — .82
To take into consideration whether the client’s parents were bom in
Britain or not — — .75
To take into consideration the length o f time that the client has lived in
Britain to date - - — .69
To understand the stmcture o f a typical family in the client’s culture — — .58
In the assessment to ask specific questions related to the client’s culture — - - .46
To broaden my understanding o f other cultures by acquiring more
information from either the client or other sources — — .46
To integrate any information 1 have about the client’s culture with the
individual experience — — .45
Note. Dashes indicate the loading was below 0.4
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Six items were eliminated from any further analysis because they were considered 
factorially complex (Hammond, 1995). These items were deemed to be cross-loaded 
with loadings higher than 0.4 in more than one factors (Ferguson & Cox, 1993) or 
there was a relatively small difference in the magnitude between the two loadings 
(Kline, 1997).
After the elimination of problematic items 11 items loaded on the first factor. The first 
factor is cultural awareness. All the items that loaded on this factor asked the 
practitioner to take into consideration the role of cultural issues and included items 
related to specific cultural information, awareness of its role in the assessment and the 
therapeutic relationship and awareness of the therapist’s own assumptions about the 
client’s culture.
The second factor is linguistic competence. Five items loaded on the second factor. 
The second factor included all the items related to language and communication 
including loadings on items asking the practitioner to take into consideration the 
linguistic barriers and its implications for the therapy. Furthermore one item was 
related to understanding that the experience of moving to Britain has challenged the 
client’s identity and another one was to acknowledge the client’s ethnic background.
Six items loaded on the third factor. The third factor is the acculturation level. The 
third factor seems to indicate the acculturation level or the degree of adjustment to the 
mainstream culture with loadings on items related to the length of time that the client 
has lived in Britain, whether her/his family is also in Britain, and asking specific 
questions about the client’s culture and integrating any cultural information with the 
individual experience (See Table 3 below for the items that constituted the factors).
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Table 3
Factor loadings o f  the remaining items on the three-factor model
Item CA LC AL
To be aware that the client’s body language may be typical o f
their culture .71 — —
To be aware that not being part o f the dominant culture may
affect the client’s identity .69 — —
In the assessment to be aware o f the cultural influences on the
client’s behaviour .67 — —
To understand that the experiences o f racial discrimination may
affect the client’s identity .65 — - -
To be aware o f the client’ cultural beliefs about sexual behaviour .65 — —
To consider how the client sees a therapist coming from a
different cultural background .64 — —
To be aware o f the client’s cultural beliefs about relationships .63 —
To question my own assumptions relative to the client’s culture .62 — —
To explore whether identity issues are related to their culture .61 — —
To understand the gender roles in the client’s culture .59 — “
To be aware o f the relationships among the members in the
client’s family .55 —— —-
To be aware o f the client’s difficulty to communicate thoughts
and feelings in English if  it is not their first language — .92 —
To acknowledge the need for interpreter if  1 cannot communicate
with the client in a language that we are both fluent — .92 —
To understand the implications an interpreter has for the
therapeutic process — .90 —
To understand that the experience o f moving to Britain has
challenged the client’s identity — .81 —
To acknowledge the client’s ethnic background
.49 —
To take into consideration whether the client was bom in Britain
or not — — .82
To take into consideration whether the client’s parents were bom
in Britain or not — — .75
To take into consideration the length o f time that the client has
lived in Britain to date — —— .69
To understand the stmcture o f a typical family in the client’s
culture - - — .58
In the assessment to ask specific questions related to the client’s
culture — .56
To integrate any information 1 have about the client’s culture with
the individual experience — .45
Note. Dashes indicate the loading was below 0.4. CA: cultural awareness; LC 
linguistic competence; AL = acculturation level
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Three subscales have been calculated (CA, LC, AL) from the items in each of the 
factors and the internal consistency reliabilities (Cronbach’s alphas) for the subscales 
were estimated. In particular for Cultural Awareness a=.90; for Linguistic 
Competence a=.93 and for Acculturation level a=.82.
ANOVAs
One-way ANOVAs have been carried out to compare each of the subscales (CA, LC, 
AC) with the type of group membership. All 4 groups were included in these analyses 
(high adherence, medium adherence, low adherence and control). There was a 
significance difference between Cultural Awareness and type of group [F(3, 
183)=15.31; p<0.05]. Scheffe multiple post hoc comparisons indicated that there was 
a significant difference between low adherence and control, medium adherence and 
control, and high adherence and control. There was significant difference between 
Linguistic Competence and type of group [F(3, 182)=41.5; j9<0.05]. Scheffe multiple 
comparisons indicated a difference between low and medium groups; low and high; 
medium and high; medium and control and high and control. There was a significant 
difference between Acculturation level and type of group [F{3, 180)=9.38; p<0.05]. 
Scheffe multiple comparisons revealed a difference between low and control; medium 
and control and high and control. Finally all 3 subscales were computed into one new 
scale. One-way ANOVA revealed a significant difference between the new scale and 
the type of group membership [F(3, 173)=22.51; /><0.05]. Scheffe post hoc 
comparisons indicated a significant interaction between low and medium; low and 
high; medium and control and high and control.
174
Table 3
Mean scores o f  the responses in each o f  the subscales for the 4 groups
Groups
ÇA
Mean SD
LÇ
Mean SD
AL
Mean SD
High 18.77 5.99 7.38 Z89 15.25 5.38
Medium 20.63 6.75 11.09 528 16.53 4.92
Low 21.08 5.66 20.00 8.40 17.26 538
Control 28.47 9.85 19.43 9.61 21.41 &95
Note. CA: cultural awareness; LC = linguistic competence; AL = acculturation level. 
See text for statistical details.
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Discussion
The purpose of this study was the development of a scale that would identify the 
underlying dimensions of multicultural sensitivity. More particularly the study the 
instrument discriminated the dimension of multicultural sensitivity depending on the 
degree of adherence to the client’s culture. The implications of the development of 
such a scale are important for both counselling psychology practice and teaching 
multicultural issues on training courses. Through exploratory factor analysis three 
underlying dimensions relevant to multicultural sensitivity were operationally 
defined: cultural awareness, linguistic competence and acculturation level.
The first factor, that is cultural awareness, indicates specific aspects of the 
individual’s life that may have been shaped by the culture. These are: body language, 
sexual behaviour, relationships, gender roles, and relationships among family 
members. “Social institutions such as family, school, peer groups, language, ....and so 
on can be observed as mediators of the culture’s symbolic meanings, such as beliefs, 
values, expectations and attitudes” (Hansen & Gama, 1996). In other words they are 
powerful dimensions of a culture. Furthermore gender roles, gender differences, 
family relationships, sexual behaviour and other relationships are socially constructed 
(Hansen & Gama, 1996; Laungani, 1999). By implication understanding the 
individual there is an inextricable link that should be taken into consideration between 
certain aspects of the person and her/his cultural context. Understanding the culture of 
the other is also related to examining one’s own assumptions about the culture (e.g., 
Sueetal, 1992; 1998).
The second factor is linguistic competence. The difficulty of communicating clearly 
in a language in which the individual is not fluent has been pointed out in the 
literature (e.g., d’Ardenne & Mahtani, 1996; Lago & Thompson, 1997). As all models 
of counselling psychology and psychotherapy are based on the process of listening 
and talking, language and communication seem to be an especially crucial area when 
dealing with clients from other cultures. Furthermore it is well documented in the 
literature that words do not necessarily translate directly from one language to 
another, and this may be a barrier in the communication between two people (Tribe, 
1999). In particular when the communication becomes impossible, the use of a
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translator may be introduced (Lago & Thompson, 1997; Tribe, 1999). As Tribe 
(1999) writes “bicultural workers are frequently the link between a client and a 
worker based in the host society and may share not only the language, but a whole set 
of cultural beliefs. If this is not understood and adequately integrated into clinical 
practice, the risk of misunderstanding and alienating clients is likely” (p. 569).
Furthermore, it has been suggested in the literature that language is an important 
component of ethnic identity, although this may not apply to all ethnic groups (e.g., 
Phinney, 1990). For example, Karataraki (1998) has found that Greek language was a 
factor that determined ethnic identity among young people bom in England to Greek- 
born parents. Furthermore she suggested that fluency in the Greek and/or English 
languages was strongly related to the participants identifying themselves as bi-ethnic 
(Greek-English ethnic self-labelling). The relationship between language and ethnic 
identity was also observed in this study. Acknowledging the client’s ethnic 
background and understanding that the experience of moving to Britain has 
challenged the client’s identity seem to be related with the fact that if a client moves 
to a country where everybody around her/him speaks a different language and 
especially if the client has to rely on somebody else to communicate then this may 
challenge her/his identity.
The third factor is the acculturation level of the client and includes items that indicate 
the length of time that the individual has lived in Britain, whether the client or her/his 
parents were bom in Britain, understanding the stmcture of the typical family in the 
client’s culture, asking specific questions about the client’s culture and integrating this 
information with the individual experience. This factor seems to indicate what is 
described in the literature as the acculturation level of the individual. Acculturation 
refers to the “changes an individual experiences as a result of being in contact with 
other cultures (Berry Poortinga, Segal, Dasen, 1992; p.271). Furthermore time spent 
in the new country seems to be related with the extent of being part of the mainstream 
culture.
Family is a carrier of the cultural values that plays an important role in the 
acculturation level of the individual. Furthermore individual members of a family 
have different levels of acculturation and this may facilitate the adjustment for some
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individuals or may be a potential source of conflicts both in the family relationships as 
well as within the person (Sodowsky, Kuo-Jackson & Loya, 1997; Padilla, 
Wagatsuma, & Lindholm, 1985). In that sense it is therefore necessary to understand 
the structure of a typical family in the client’s culture.
Multicultural competencies as they have been presented by Sue et al (1982; 1992; 
1998) seem to be in certain aspects different from multicultural sensitivity as it is 
described by Ridley et al (1994) and investigated in a previous qualitative study 
(Vallianatou, this volume) as well as in this present study. Multicultural competencies 
appear to be a more general concept, which includes a number of guidelines that need 
to be taken into consideration with multicultural clients. Multicultural sensitivity 
however “serves to alert the counsellor to cultural variables in the context of 
counselling, and organizes cultural stimuli in meaningful ways...” (Ridley et al (1994, 
p. 131). The present study indicated the type of knowledge framework that the 
practitioner needs to have to be culturally sensitive. The three areas cultural 
awareness, linguistic competence and acculturation level, each consisting a generic 
framework, may be applied to understanding any individual from diverse ethnic 
backgrounds. Cultural sensitivity increases the possibility to develop culturally 
responsive interventions and treatment goals, however their causal relationship needs 
to be investigated.
A close examination of the effect of demographic variables on the scores of the 
participants revealed that the demographics did not affect the participants’ answers at 
all. In other words gender, age and professional training did not differentiate 
practitioners in terms of their cultural sensitivities. The results indicated that the 
instrument does differentiate between varying degrees of adherence to the client’s 
cultural context. In other words practitioners apply different levels of cultural 
sensitivity related to the client’s needs. In accordance with the literature this implies 
that being sensitive to the culture should not exclude the individual experience (e.g., 
d’Ardenne & Mahtani, 1996). This has also been explicitly pointed out in the 
qualitative study that indicated the items in the development of the present 
questionnaire (Vallianatou, this volume).
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The Multicultural Sensitivity Questionnaire is solely based on the perspective of the 
practitioners. The clients’ perspective has not been investigated therefore it is not 
known whether multicultural sensitivity as it has been operationally defined in this 
survey also reflects the views of multicultural clients. Therefore further research 
should explore the clients’ perspective in terms of what they consider helpful and not 
helpful in a multicultural therapeutic relationship. This information can then be 
compared with the existing findings to inform the establishment of the construct. 
Furthermore it is also suggested that in the future a confirmatory factor analysis 
should test whether the identified initial model adequately explains the construct of 
multicultural sensitivity. The instrument needs to be further validated. In particular it 
is suggested that its criterion validity could be investigated by comparing the client’s 
accounts as to what constitutes multicultural sensitivity.
This questionnaire can be further developed in order to be used as a checklist. The 
possible uses of such a checklist include the classification of more or less sensitive 
practitioners. Furthermore it may be applicable in measuring the effects of training 
courses in helping trainees to be more sensitive with multicultural clients. The 
Multicultural Sensitivity Questionnaire can also be utilized as a framework to teach 
multicultural sensitivity in terms of its dimensions. The dimensions of Multicultural 
Sensitivity Questionnaire are applicable to a certain extent to practitioners who belong 
to a minority culture rather than the mainstream culture, which is usually the case. 
Being aware of the cultural issues that may arise is also important when the 
practitioner is from a diverse culture. Furthermore the second subscale indicates the 
broader issue of communication between two people whose native language is not the 
same that sometimes may arise in a multicultural therapeutic relationship.
Implications for training
Rather that assuming a universal practice in counselling psychology the present study 
clearly indicated the importance to train individuals to integrate cultural issues with 
the individual experience where appropriate (Sodowsky, et al, 1997). Assessing a 
client and developing a treatment plan, the practitioner needs to be aware of the biases 
of mainstream theories. The goal of training would be to help the individual to be 
sensitive to cultural stimuli, especially in the three areas indicated from this research.
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cultural awareness, linguistic competence and acculturation level. Furthermore having 
found a significant difference in the responses of the participants in the three 
experimental and the control groups it is suggested that training should focus on 
helping trainees to differentiate the significance of culture for the individual clients.
Specific methods to prepare trainees to integrate multicultural sensitivity may include 
watching videos of therapy sessions with varying degrees of cultural issues and more 
or less culturally sensitive practitioners and encourage discussions at the end. Because 
of the complexities that may arise when working with multicultural clients, training 
courses need to promote the awareness of these issues. For example trainees need to 
be aware that in certain circumstances when the communication between the therapist 
and the client is problematic there is a need for an interpreter. Trainees need to 
understand the dilemmas or the difficulties that may arise in relation to the use of 
interpreters both in the process of therapy and in the relationship with the client (Lago 
& Thompson, 1996; Tribe, 1999). Furthermore teaching multicultural sensitivity 
should not be restricted to therapeutic settings. Rather trainees should be encouraged 
to develop multicultural sensitivity in a number of different settings, such as 
organizations (Ridley et al, 1994).
Ignorance may impair the ability of the practitioner to respond sensitively to a 
multicultural client. Multicultural sensitivity is essentially both a philosophy in life as 
well as the ability to integrate cultural issues into one’s practice in a constructive way.
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Appendix 1
Vignettes^
Low adherence
A.M. is a 23 year old Pakistani, married housewife who lives with her 33 year old 
English husband and their 2 year old child. They have been married for 3 years and 
have been in London for one year following their move from the Midlands as a result 
of her husband’s job as a manager for an international company.
A.M. has been referred by her GP for depression and low self-esteem. In the initial 
interview she disclosed that her husband has physically abused her on several 
occasions since they got married and more frequently in the last year.
A.M. was bom and bred in England like her parents. She is an only child from a 
middle class family. She is a non-practising Muslim with no particular food 
preferences. A.M. is a native English speaker. She completed secondary school in 
England where she made many friends of both sexes and of different cultural 
backgrounds. A.M. revealed that she did not have an arranged marriage and had 
sexual relationships before the marriage. Apart from the abuse from the husband there 
was no other history of early trauma.
Medium adherence
A.M. is a 23 year old Pakistani, married housewife who lives with her 33 year old 
Pakistani husband and their 2 year old child. They have been married for 3 years and 
have been in London for one year following their move from the Midlands as a result 
of her husband’s job as a manager for an international company.
A.M. has been referred by her GP for depression and low self-esteem. In the initial 
interview she disclosed that her husband has physically abused her on several 
occasions since they got married and more frequently in the last year.
* The words which are underlined varied in the vignettes to indicate more or less adherence to cultural 
issues. Any other information about the client remained the same in all four vignettes.
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A.M. was bom and bred in Pakistan and moved to England with her parents at the age 
of six. She is an only child from a middle class family. She is a non-practising 
Christian with food preferences both from the English as well as the culture of origin. 
A.M. is fluent in English and Urdu. She completed secondary school in England 
where she made many friends of both sexes and her own cultural background. A.M. 
revealed that she did not have an arranged marriage and did not have sexual 
relationships before the marriage. Apart from the abuse from the husband there was 
no other history of early trauma.
High adherence
A.M. is a 23 year old Pakistani, married housewife who lives with her 33 year old 
Pakistani husband and their 2 year old child. They have been married for 3 years and 
have been in London for one year following their move from Pakistan as a result of 
her husband’s job as a manager for an intemational company.
A.M. has been referred by her GP for depression and low self-esteem. In the initial 
interview she disclosed that her husband has physically abused her on several 
occasions since they got married and more frequently in the last year.
A.M. was bom and bred in Pakistan like her parents. She is an only child from a 
middle class family. She is a practising Muslim with food preferences related to her 
culture. A.M. is a native Urdu speaker but not very fluent in English. She completed 
secondary school in Pakistan where she made many friends of her own sex and 
cultural background. A.M. revealed that she had an arranged marriage and did not 
have sexual relationships before the marriage. Apart from the abuse from the husband 
there was no other history of early trauma.
Control
A.M. is 23-year-old White English married housewife who lives with her 33-year-old 
White English husband and their 2-year-old child. They have been married for 3 years 
and have been in London for one year following their move from the Midlands as a 
result of her husband’s job as a manager for an intemational company.
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A.M. has been referred by her GP for depression and low self-esteem. In the initial 
interview she disclosed that her husband has physically abused her on several 
occasions since they got married and more frequently in the last year.
A.M. was bom and bred in England like her parents. She is an only child from a 
middle class family. She is a non-practising Christian with no particular food 
preferences. A.M. is a native English speaker. She completed secondary school in 
England where she made many friends of both sexes and of different cultural 
backgrounds. A.M. revealed that she had sexual relationships before the marriage. 
Apart from the abuse from the husband there was no other history of early trauma.
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Appendix 2
Below are a set of statements. Please indicate how important each one of the following are in relation 
to the client in the vignette.
Please tick one box for each statement
1. To acknowledge the client’s ethnic 
background.
2. To integrate any information I have about 
the client’s culture with their individual 
experiences.
Extremely Very Moderately Not very Not at all Not
important important important important important relevant
3. In the assessment to ask specific questions 
related to the client’s culture.
4.To question the appropriateness o f my 
interventions in relation to the client’s culture.
5. To be aware that the client’s body language 
may be typical o f their culture.
6. To understand the structure o f a typical 
family in the client’s culture.
7. To question my own assumptions relative 
to the client’s culture.
8. To take into consideration whether the 
client was bom in Britain or not.
9. To explore whether identity issues are 
related to their culture.
10. To be aware that not being part o f the 
dominant culture may affect the client’s 
identity.
11. To understand that the experience of 
moving to Britain has challenged the client’s 
identity.
12. To be aware o f the client’s cultural beliefs 
ibout relationships.
13. To take into consideration the length of 
;ime that the client has lived in Britain to date.
14. To be aware o f the relationships among 
he members in the client’s family.
14. To broaden my understanding o f other 
cultures by acquiring more information from 
îither the client or other sources
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Please tick one box fo r  each statement
15. In the assessment to be aware of the 
cultural influences on the client’s behaviour
17. To be aware o f the client’s cultural beliefs 
about sexual behaviour.
18. To be aware o f the client’s difficulty to 
communicate thoughts and feelings in English 
if it is not their first language.
19. To take into consideration the client’s 
religious beliefs.
20. To take into consideration whether the 
client’s parents were bom in Britain or not.
21. To understand that the experience o f  
racial discrimination may affect the client’s 
identity.
22. To understand the gender roles in the 
client’s culture.
23. To take into consideration the length of 
time that the client will be in Britain.
24. To acknowledge the need for interpreter if  
[ cannot communicate with the client in a 
language that we are both fluent.
25. To consider how the client sees a therapist 
coming from a different cultural background.
26. In the assessment to be aware o f any 
religious beliefs that shape client’s behaviour.
27. To understand the implications an 
interpreter has for the therapeutic process.
28. To bring into the therapeutic relationship 
the cultural difference between the client and 
myself.
Extremely Very Moderately Not very Not at all Not
important important important important important relevant
Are there any other details that you would like to see in the vignette?
Thank you very much for your co-operation
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Background Information
[ would like to get some basic information about you (such as your age, education and ethnicity). The 
information that you give will not be used to identify you in any way, as this research is completely 
confidential.
1. Are you?
(Please tick the appropriate answer)
Female ___
Male
2. How old are you?
[ ] years
3. What is your current occupation?
4. Which of the ethnic groups below would you say you belong to? 
(Please tick or write in the appropriate answer)
White ______
Black-Caribbean ______
Black-Afirican ______
Black-Other ______
Indian ______
Pakistani ______
Bangladeshi ______
Chinese_________________________________ ______
Other (please specify: )
5. Are you?
(Please tick or write in the appropriate answer)
Chartered clinical psychologist______________ ______
Chartered counselling psychologist_________________
UKCP registered psychotherapist ______
BAC accredited counsellor ______
Other (please specify: )
6. Years of practice 
[ ] years
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7. What theoretical orientation you predominantly adhere to in your practice? 
(Please tick or write in the appropriate answer)
Cognitive-behavioural ______
Gestalt ______
Humanistic ______
Psychodynamic ______
Systemic____________________ ______
Other (please specify: )
8. Do you have any experience with multicultural clients/patients (either currently or in the past? 
(Please tick the appropriate answer)
Yes  (go to question 9)
No ______
How long have you been working with multicultural clients/patients for
[ ] years
10. Which of the ethnic groups below have you been working with
(Please tick or write in the appropriate answer) \
White ______
Black-Caribbean ______
Black-Affican ______
Black-Other ______
Indian ______
Pakistani ______
Bangladeshi ______
Chinese_____________________ ______
Other (please specify: )
Thank you very much for your co-operation
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Reference of a Conference Presentation
Christina Vallianatou (2000). Multicultural sensitivity in Britain using qualitative and 
quantitative methodologies. Paper presented at the annual conference of the 
Intemational Association for Counselling (lAC).
This paper was an amended version of the second year research project, included in 
the Research Dossier.
